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	1. PURPOSE OF THE REPORT:



	The CCG Governing Body is asked to note and discuss the findings and recommendations of the Keogh Mortality Review.
As well as the national overview report, which outlines all key findings and recommendations, final reports for Northern Lincolnshire & Goole Hospitals NHS Foundation Trust are available.

Documents are:

· Rapid Responsive Review (RRR) report

This report details the findings from the announced visits, the unannounced visits and other hard and soft data collected on the Trust. 

· Risk Summit Action Plan

This report details the actions and recommendations that were agreed at the Risk Summit. It also details the next steps in the process.
All relevant documentation can be accessed via: -

http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx
Northern Lincolnshire & Goole Hospitals NHS Foundation Trust documentation can be accessed via the link above, or please see attached.
· Rapid Responsive Review (RRR) report
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· Risk Summit Action Plan
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	2. STRATEGIC OBJECTIVES SUPPORTED BY THIS REPORT:


	Continue to improve the quality of services
x
Reduce unwarranted variations in services
x
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x
Improve patient experience
x
Reduce the inequalities gap in North Lincolnshire



	3. IMPACT ON RISK ASSURANCE FRAMEWORK:
Yes

x
No
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Yes

No



	N/A
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Yes

x
No
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Yes

x
No



	Northern Lincolnshire & Goole Hospitals NHS Foundation Trust flagging possible financial implications.


	7. EQUALITY IMPACT ASSESSMENT:
Yes

No

x


	

	8. PROPOSED PUBLIC & PATIENT INVOLVEMENT AND COMMUNICATIONS:
Yes

x
No



	Public feedback obtained during review process.


	9. RECOMMENDATIONS:


	The  CCG Governing Body is asked to: -

· Discuss and note
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1. Introduction

Overview of review process

On 6 February 2013 the Prime Minister asked Professor Sir Bruce Keogh, NHS England Medical Director, to review the quality of the care and treatment being provided by

those hospital trusts in England that have been persistent outliers on mortality statistics. The 14 NHS trusts which fall within the scope of this review were selected on the

basis that they have been outliers for the last two consecutive years on either the Summary Hospital level Mortality Indicator (SHMI) or the Hospital Standardised Mortality

Ratio (HSMR). Definitions of SHMI and HSMR are included at Appendix I.

These two measures are intended to be used in the context of this review as a ‘smoke alarm’ for identifying potential problems affecting the quality of patient care and

treatment at the trusts which warrant further review. It was intended that these measures should not be reviewed in isolation and no judgements were made at the start of the

review about the actual quality of care being provided to patients at the trusts.

Key principles of the review

The review process applied to all 14 NHS trusts was designed to embed the following principles:

1) Patient and public participation — public representatives played a key role and worked in partnership with clinicians on the reviewing panel. The panel sought the views
of the patients in each of the hospitals and also considered independent feedback from stakeholders, related to the Trust, which had been received through the Keogh
review website. These themes have been reflected in the reports.

2) Listening to the views of staff — staff were supported to provide frank and honest opinions about the quality of care provided to hospital patients.

3) Openness and transparency — all possible information and intelligence relating to the review and individual investigations will be publicly available.

4) Cooperation between organisations — each review was built around strong cooperation between different organisations that make up the health system, placing the
interests of patients first at all times.

Terms of reference of the review

The review process was designed by a team of clinicians and other key stakeholders identified by NHS England, based on the NHS National Quality Board guidance on rapid
responsive reviews and risk summits. The process was designed to:

1. Determine whether there are any sustained failings in the quality of care and treatment being provided to patients at these Trusts.

2. ldentify:
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i. Whether existing action by these Trusts to improve quality is adequate and whether any additional steps should be taken.
ii. Any additional external support that should be made available to these Trusts to help them improve.
iii. Any areas that may require regulatory action in order to protect patients.
The review follows a three stage process:

1. Stage 1 - Information gathering and analysis

This stage used information and data held across the NHS and other public bodies to prepare analysis in relation to clinical quality and outcomes as well as patient and staff
views and feedback. The indicators for each trust were compared to appropriate benchmarks to identify any outliers for further investigation in the rapid responsive review
stage as Key Lines of Enquiry (KLOEs). The data pack for each trust reviewed is published at http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/trust-data-
packs/northern-lincolnshire-goole-data-packs-PUBLISH.pdf.

2. Stage 2 — Rapid Responsive Review (RRR)

A team of experienced clinicians, patients, managers and regulators (see Appendix Il for panel composition), following training, visited each of the 14 hospitals and observed
the hospital in action. This involved walking the wards and departments, interviewing patients, trainees, staff and members of the Board. The report from this stage was
considered at the risk summit.

3. Stage 3 — Risk Summit

This brought together a separate group of experts from across health organisations, including the regulatory bodies. They considered the report from the RRR, alongside
other hard and soft intelligence, in order to make judgements about the quality of care being provided and agree any necessary actions, including offers of support to the
hospitals concerned. A report following each risk summit has been made publically available.

Methods of investigation

The three day announced RRR visit took place at the Trust’s three hospitals (Diana, Princess of Wales Hospital in Grimsby, Scunthorpe General Hospital in Scunthorpe and
Goole and District Hospital in Goole) on Wednesday 5, Thursday 6, and Friday 7 June 2013. A variety of review methods were used to investigate the KLOEs and this
enabled the panel to consider evidence from multiple sources in making their judgements.

The visit included the following methods of investigation:

e |nterviews

Twenty one formal interviews took place with members of the Board and selected members of staff based on the key lines of enquiry during the visits. See Appendix Il for
details of the interviews undertaken.
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Ward observations enabled the panel to see the Trust undergo its day to day operations. They allowed the panel to talk to current patients, and their families where
observations took place during visiting hours. They allowed the panel to speak with a range of staff and observe the quality of care and treatment being provided to patients.
The panel was able to observe the action by the Trust to improve quality in practice and consider whether any additional steps should be taken.

e Observations

Observations took place in 23 areas of the Northern Lincolnshire and Goole hospitals. See Appendix IV for details of the observations undertaken.
e Focus groups and drop-in sessions

Focus groups provided an opportunity to talk to staff groups to ask different areas of staff what they feel is good about patient care in the Trust and what needs improving.
They enabled staff to speak up if they feel there is a barrier that is preventing them from providing good quality care to patients and what actions the Trust might need to
consider improving, including addressing areas with higher than expected mortality indicators.

Focus groups were held with six staff groups during the announced site visit. See Appendix V for details of the focus groups held.

In addition to the focus groups, drop-in sessions were also run at each site so that individuals could share their views on a more informal basis during the panel’s visits.
Attendance at the drop-in sessions was good and they proved to be a useful mechanism to gauge staff perceptions.

The panel would like to thank all those who attended the focus groups and drop-in sessions who were open and balanced with the sharing of their experiences and their
perceptions of the quality of care and treatment at the Trust.

e Listening event

Public listening events give the public an opportunity to share their personal experiences with the hospitals, and to voice their opinions on what they feel works well or needs
improving at the Trust in relation to the quality of patient care and treatment. A listening event for the public and patients was held on the evening of 5 June 2013 in the
Corner Lounge of the Grimsby Institute, followed by an event at Glandford Park, Scunthorpe, on 6 June and a final listening event which was held on Friday 7 June in Goole
College. Each event took place between 18:00 and 20:00. The three open events aimed to capture a wider audience from the areas surrounding the three sites. They were
publicised locally and attended by roughly 150 members of the public and patients in total at the three events.

The panel would like to thank all those attending the listening events that were open in sharing of their experiences and balanced in their perceptions of the quality of care and
treatment at the Trust.

e Review of documentation
A number of documents were provided to the panellists through a copy being available in the panel's ‘base locations’ at each hospital during the site visit. Whilst the

documents were not reviewed in detail, they were available to the panellists to validate findings as considered appropriate by the panellists. See Appendix VI for details of the
documents available to the panel.
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The unannounced out-of-hours visit took place at Diana, Princess of Wales Hospital in Grimsby on the evening of Friday 14 June 2013. This focused observations in areas
identified from the announced site visit, see Appendix VII.

e Unannounced visit

Next steps

This report has been produced by Mike Bewick, Panel Chair, with the full support and input of panel members. It has been shared with the Trust for a factual accuracy check.
This report was issued to attendees at the risk summit, which focussed on supporting Northern Lincolnshire and Goole Hospitals NHS Foundation Trust (“the Trust”) in
addressing the actions identified to improve the quality of care and treatment.

Following the risk summit the agreed action plan will be published alongside this report on the Keogh review website. A report summarising the findings and actions arising
from the 14 investigations will also be published.
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2. Background to the Trust

This section of the report provides relevant background information for the Trust and highlights the areas identified from the data pack for further investigation.

Context

Northern Lincolnshire and Goole Hospitals NHS Foundation Trust is the principal provider of acute hospital services for the residents of North and North East Lincolnshire and
the south bank of the Humber, and services a population of 358,000 people. The Royal College of Surgeons recommends that the catchment population size for an acute
general hospital providing both elective and emergency medical and surgical care is between 450,000 and 500,000 people. However, Northern Lincolnshire and Goole is a
medium sized trust for measures of inpatient and outpatient activity, relative to the rest of England.

The Trust has 853 beds spread over three hospital sites: the Diana, Princess of Wales Hospital in Grimsby, Goole and District Hospital and Scunthorpe General Hospital.
Diana, Princess of Wales Hospital and Scunthorpe General Hospital both have high market shares for inpatient activity, which reflects their relatively remote locations. Both
hospitals hold a 75% market share within a ten mile radius. Given the smaller range of services it offers, Goole and District Hospital only has a 3% market share within a ten
mile radius.

The health profile of North Lincolnshire shows several indicators which are worse than the average for England. These include:

= Deaths linked to smoking per year are 243 compared to the average of 211 per 100,000 population aged 35+.

= The percentage of adults (persons aged 16 years and over) who are obese is 29.1% compared to 24.2%.

= Drug misuse for persons aged 15-64 stands at 11.1% compared to 8.9%.

= The number of road injuries and deaths per year are 68.1 per 100,000 compared to the national average of 44.3 per 100,000.

= The percentage of people aged 17+ which have been diagnosed with diabetes is 6.3% compared to 5.5%.

Key messages from the Trust data pack

Mortality indicators

The Trust has been selected for this review as a result of its HSMR for 2011 and 2012 which are above the expected level. The Trust reported an HSMR of 114 for the period
January to December 2012, meaning that the number of actual deaths is higher than the expected level. Actual deaths are also statistically above the expected range. The
Trust has an overall SHMI of 114 for the period between December 2011 to November 2012 and the number of actual deaths is above the expected range.

For both the SHMI and HSMR, non elective admissions are seen to be the main contributing factors to higher than expected mortality. Elective admissions are within the
expected ranges for both HSMR and SHMI.
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The diagnoses identified as contributing to the SHMI and HSMR indicators were noted in general and geriatric medicine, particularly Pneumonia, Chronic Obstructive
Pulmonary Disease and Bronchiectasis (an obstructive lung disease), Acute Cerebrovascular Disease (Stroke) and Septicemia. The Care Quality Commission (CQC)
mortality alerts have similarly fallen into the Cerebrovascular, Respiratory Medicine and Cardiology diagnostic groups, and Elderly Care is a common theme arising in patient
groups alerting since 2007. Northern Lincolnshire and Goole was also rated ‘very high’ for mortality (over the two years to March 2012) among diabetic patients in a report
published by the Yorkshire and Humber Public Health Observatory (YHPHO) and the National Diabetes Information Service.

The diagnoses and patient groups mentioned above were a focus identified for the review. The RRR visit included observations of the general medicine wards, specifically
those caring for patients with these conditions, including the elderly, and interviews with patients and staff within these areas.
Leadership and governance

The Trust Board and management structures have been relatively stable since a restructuring in July 2011. The Board has three sub-committees responsible for quality and
governance: the Trust Governance and Assurance Committee (TGAC), the Quality and Patient Experience Committee (QPEC) and the recently appointed Mortality
Performance Committee (MPC) which met for the first time in June 2013. These sub-committees are chaired by a Non-Executive Director. The Chief Nurse is the Board lead
for quality and the Medical Director is the Board lead for mortality. The Director of Clinical and Quality Assurance is the Board lead for governance and assurance.

The Trust currently has an ‘amber-red’ governance risk rating from Monitor, indicating a “breach of terms of authorisation”.

Any key risks identified by the Trust are logged in a risk register at Board level and monitored to ensure suitable processes and programmes are in place to understand,
address and manage risks accordingly. The key risks identified by the Trust are: mortality performance (compared to peers); activity, specifically accelerated demand which
is pressuring service capacity excessive occupancy rates; financial risks due to budget cuts; recruitment and training in some medical staffing areas; health care acquired
infections and pressure ulcers.

A high level review of the effectiveness of the Trust’s quality governance arrangements, including the use of information locally, was a key line of enquiry for the review.

Clinical and operating effectiveness

Nationally recognised key performance indicators were used to identify potential areas of poor performance to investigate in terms of clinical and operational effectiveness:

= The Trustis at the lower end of the national distribution for the proportion of women receiving ante-natal steroids, and some way short of the 85% national standard.

= On reviewing the National Diabetes Inpatient Audit, the percentage of patients receiving a foot risk assessment during their stay was at the lower end of the national
distribution and the percentage of patients experiencing a serve hypoglycaemic episode was high (this was for the Diana, Princess of Wales Hospital, specifically).

= The Diana, Princess of Wales Hospital and Scunthorpe General Hospital are also outliers on the hip fracture measure of the percentage of patients undergoing
surgery within 36 hours of admission. Recently, the Trust has demonstrated some improvement in this area.

= Scunthorpe General Hospital is an outlier for having a low percentage of patients that are prescribed beta blockers on discharge from hospital following Acute
Myocardial Infarction (heart attack).
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The data reviewed showed that the Trust met the targets for 95% of patients seen within four hours in A&E (over the whole period January to December 2012) and 90%
treated within 18 weeks following referral (in every month during the period April 2012 to February 2013).

As mentioned previously, general medicine, care of the elderly and care of those with diabetes was investigated as part of the review.

Patient experience

Of the nine areas reviewed under Patient Experience, there were two which were rated ‘red’: complaints about clinical aspects and patient voice comments. Of the written
complaints recorded by the Health and Social Care Information Centre for 2011/12, 74% related to clinical aspects of care compared with a national average of 47%. Three
quarters of the individual comments captured by CQC'’s patient voice monitoring were negative. Comments highlighted a wide range of issues including victimisation of
patients, pressure not to complain, poor complaints process, cold food, lack of communication, disrespectful comments, and lack of respect (particularly for dementia
patients).

Whilst the inpatient survey was rated green overall, the Trust was below average on responses related to doctors talking in front of patients as if they were not there, and
being treated with respect and dignity in general.

The way in which the Trust engages with patients, their families and carers, including on the wards and through the complaints process was investigated as a key line of
enquiry under Patient Experience.
Keogh review patient voice comments

The patient voice comments received directly via the contact details on the Keogh review website (at the time of writing this report) identified the following potential areas of
good practice and issues from ten emails and letters:

Positive Negative
Good care provided in the Intensive Care Unit (ICU) at Diana, Princess of Wales Patients put on a “Do Not Resuscitate” programme / Liverpool Care Pathway without
Hospital consulting family

Unsatisfactory response from PALS / Trust

Lack of basic care and neglect by staff in Grimsby, including a lack of hydration,
assistance with eating and inappropriate food

Inadequate staffing

Misdiagnosis

Lines of enquiry were followed in the review based on what patients say about the quality of care and treatment and what the Trust is doing in response to this feedback.
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Workforce and safety

The Trust is ‘red rated’ in the following safety indicators:

= For MRSA, the Trust has the 33rd highest rate of infection of 143 trusts nationally over the three years from 2010 to 2012. lIts infection rate relative to other trusts has
improved in 2012, but it remains in the lower third nationally for its performance levels. The rate per 100,000 bed days for 2012/13 was 0.8 compared to 3.6 in 2010/11
and 1.8 in 2011/12, demonstrating a year on year improvement.

= The Trust has had above average levels of new pressure ulcers throughout the last 12 months.

= The Trust's clinical negligence payments exceeded contributions to the risk sharing scheme by around £3.4m in 2009/10, although the situation improved over the
following two years with a shortfall of £1.2m in 2010/11 and in a surplus of £2.0m in 2011/12.

A review of the workforce data flagged seven ‘red rated’ indicators:

= The Trust had a high level of vacancies for medical staff (three month vacancy rate of 4.5% compared to 1.4% - Vacancies Survey March 2010).
= The Trust's agency spend over 2011/12 was 3.5% of total staff costs compared to the region median of 2.7%.

= The data also shows the sickness absence rates for medical staff, nursing staff, and other staff and overall are higher than the national averages.

= The turnover rate of staff is also higher than the Yorkshire and Humber average with joining rate being 7.2% and the leaving rate 7.0%, compared to 6.5% and 6.0%,
respectively (from September 2011 to September 2012).

Key lines of enquiry were included in the review focusing on how the Trust is assured over its workforce and the safety of care in its hospitals.

10





3. Key Lines of Enquiry

The Key Lines of Enquiry (KLOESs) were drafted using the following key inputs:

The Trust data pack produced during the first stage and made publicly available.

Documentation submitted by the Trust.

1
2
3. Insights from the Trust’s three Clinical Commissioning Groups (CCGS).
4

Review of the patient voice feedback received specific to the Trust prior to the site visit.

The KLOEs were agreed by the panellists during the panel briefing session held prior to the RRR site visit. The KLOEs identified for the Trust were the following:

Governance and leadership 1.
2.
Clinical and operational effectiveness &
4,
Patient experience 5.
Workforce and safety 6.
7.
8.

Can the Trust clearly articulate its governance process for assuring the quality of treatment and care?
How does the Trust use information locally?

What governance arrangements does the Trust have to monitor and address clinical and operational performance data at a
senior level?
How does the Trust ensure consistency across its sites?

How does the Trust engage with patients, their family and carers?

In the context of this review, can the Trust describe its workforce strategy?
How is the Board assured that it has the necessary workforce deployed to deliver its quality objectives?
What assurance does the Board have that the organisation is safe?

11
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4. Review findings

Introduction

This section provides a detailed analysis of the panel’s findings based on the evidence gathered from the Trust data pack, interviews, observations, staff focus groups and
patient and public listening events. The detailed findings have also been summarised into four key concerns below, which cover areas that the Trust must focus on to
improve the quality of care, patient safety and experience.

The panel also noted a number of areas of good practice or planned improvements. Examples include the planned move to advanced seven day working in Diagnostics,
recent implementation of the National Early Warning Scores (NEWS) for monitoring patients and improvements made during 2013 in stroke care at Scunthorpe General
Hospital. The panel also met staff who said they felt well-supported, including junior doctors and surgical nurses, there was a general pride amongst staff in their hospital and
there was evidence of good visibility of the Chief Executive and Chief Nurse.

Key concerns

1. Inadequate progress being made to improve the quality of services with pace utilising effective clinical leadership

The panel observed a lack of sufficient implementation of clinical strategies. Data reporting and governance processes are in place, but there was little evidence of
widespread clinical change. The panel was particularly concerned that the Trust is not yet offering thrombolysis treatment for stroke patients after hours at both sites and
the Trust needs to work with the Clinical Commissioning Group (CCG) to address this urgently. It is recommended that the Trust conduct an urgent review of the out of
hours stroke services at Diana, Princess of Wales Hospital and implement recommendations, agreed with the CCG, by the end of July 2013.

There are inconsistencies across and within sites in the implementation of pathways that would reduce mortality, for example, improvements in stroke care made in
Scunthorpe have not been implemented in Grimsby and NEWS is not yet used consistently.

There is a lack of effective clinical leadership and inadequate involvement of medical staff in redesigning services to address the high mortality levels, particularly in
Grimsby. The implementation needs urgent progression, alongside demonstrable leadership skills in implementing change.

Whilst there was some evidence of a shift from a financial to quality orientation, the Board needs to ensure a greater focus on the quality agenda throughout the
organisation.

2. Poor patient flow management, lack of early triage, multiple bed moves and poor management of outliers, particularly at the Diana, Princess of Wales Hospital

The panel observed effects of inadequate capacity and poor patient flow management throughout the emergency and acute pathway, as well as in theatres and on
surgical wards, most acutely at the Grimsby site. A number of concerns require urgent attention, including:

= Lack of adequate early triage in A&E,
= Patients being cared for by ambulance staff in A&E, and

= The management of bed moves and outliers including improvement of the consistency of the medical team allocated.

12
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The Trust had recently identified that the nursing establishments were low, but considered that they generally still met the minimum determined from national guidance
(for example RCN standards). However, the Trust identified four high risk areas and took immediate action. The findings were based on recent work performed by the
Chief Nurse to review the nurse staffing in every ward in all three hospitals. However, work is still on-going to demonstrate the gap between the current and proposed
establishments across the Trust.

Inadequate staffing levels, quality and skill mix in a number of areas

At the unannounced visit in Grimsby, the panel observed inadequate nurse staffing levels and leadership to cope with clinical demand in A&E, Medical Assessment Unit
(MAU) and the medical wards (which are different to the wards mentioned above) and this needs to be addressed urgently. Staff and patients also raised concerns over
staffing levels. Close monitoring of acuity/dependence in all areas, with prompt escalation when appropriate, needs to be put in place urgently until a longer term solution
is approved by the Board.

The panel also observed gaps in handover and in middle grade and senior medical involvement out-of-hours which would result in lower standards of care. Some local
medical staff reported multiple use of short and long term locum junior doctors resulting in variable quality and experience of non-consultant grade medical staff. A
recruitment deficit at this grade was acknowledged by management. The Trust is seeking to work with the Deanery and develop an international recruitment plan in order
to address this issue. However, no comprehensive plan to address the recruitment issues has yet been developed.

Evidence of poor care and patient experience in some areas

The Trust is using interpretations of the single sex accommodation standards in certain areas of the Trust which are no longer deemed acceptable. The panel observed
mixed sex accommodation breaches, relative to standards applied nationally, in the stroke wards in both Grimsby and Scunthorpe and in the MAU and Intensive Care
Unit (ICU) in Grimsby. The panel also witnessed a patient who was inappropriately exposed where there were both male and female patients present in a pre-surgical
area in Grimshy. The Trust needs to review the application of the national definitions urgently to ensure that patients’ dignity is maintained.

Patient stories highlighted significant weaknesses in communication with patients and families and many instances of patients not receiving basic care. In some cases,
patients were not provided with adequate hydration and nutrition, including food that met medical needs. Panel members were also concerned about reports of
inappropriate methodologies being used to feed unconscious patients. Urgent review of hydration and feeding practices is required.

The panel observed variations in the standard of case notes and clinical documentation and best practice needs to be reinforced urgently across the Trust.

13
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The following definitions are used for the rating of recommendations in this review:

Rating Definition

Urgent The Trust should take immediate action to respond to these recommendations and ensure improvement in the quality of care.
High The Trust should develop a response and action plan for these recommendations to ensure improvement in the quality of care.
Medium The Trust should implement these recommendations to ensure ongoing improvement in the quality of care.

14





Governance and leadership

Overview

The two KLOEs in the area of governance and leadership were focussed on the governance processes for assuring the quality of treatment and care, including the use of
information locally. The panel sought to gain assurance that data was used to drive clinical improvements and raise the overall quality of the patient experience.

The effectiveness of governance and leadership was assessed by reviewing documentation supporting key governance processes and through interviews with key senior
managers and leaders, including Non-Executive Directors and Governors. The panel also spoke to staff in different settings and observed conditions in clinical areas to
understand whether there was effective Board to ward communication and quality assurance. Interviews and observations were also used to test and challenge the effective
implementation of strategies and initiatives.

Summary of findings

The following good practice was identified:

Recent establishment of a Mortality Performance Committee (replacing the Mortality Task Group which was established November 2011) to identify areas for
improvement in order to reduce or minimise excess and avoidable mortality where relevant.

Good visibility of the Chief Executive and Chief Nurse.

Good examples of strategic documents produced by the Chief Nurse regarding nursing and patient experience strategy.

The following areas of concern were identified:

A lack of senior clinical leadership in relation to clinical issues.

Lack of sufficient implementation of clinical strategies. Data reporting and governance processes are in place, but there was little evidence of data being used to drive
widespread clinical change. Implementation of key strategies and initiatives requires an added sense of urgency, alongside demonstrable leadership skills and change
management.

A disconnect between the Board and clinical staff. Many clinicians were unclear about the discussions around mortality, or the existence of the mortality groups and the
recommendations coming from them. The Board communicates with staff, but does not fully engage them in development and discussion of key initiatives and clinical
strategies; this applies in particular to senior medical staff.

More needs to be done to focus on the quality agenda throughout the organisation. There was a lack of transparency regarding the process whereby the tension between
achievement of targets and quality of care is resolved.

Initial reluctance to accept the mortality problem, leading to delays in improvement.

15
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= |nadequate involvement of senior medical leadership in the Quality Impact Assessments (QIA) process.

= Inadequate communication and sharing of learning and good practice across the sites.
Detailed findings

KLOE 1 and 2: Can the Trust clearly articulate its governance process for assuring the quality of treatment and care? How does the Trust use information locally?

Good practice identified

The establishment of the Mortality Performance Committee (MPC) which replaced the Mortality Task Group and met for the first time in June 2013, was perceived at Board level
to be a positive measure to improve patient care and provide necessary assurance to the Board. The group is chaired by the Trust's Chairman and includes various members of
the Board (including one other Non-Executive Director) and senior clinicians and aims to identify shortfalls in care which might be impacting mortality at the Trust.

There was evidence of good visibility of the Chief Executive and Chief Nurse. The Chief Nurse described meeting with the Heads of Nursing and visiting 7 — 8 wards every
month. The Chief Nurse was perceived by nursing staff as very approachable.

The Trust has recently restructured to form a Chief Nurse directorate. It was reported by a Non-Executive Director and several staff including nurses and doctors that nursing
now has a significantly higher profile within the organisation.

One Non-Executive Director reported that the Chief Nurse was extremely committed and that her appointment had made a positive improvement to nursing. He added that she
had introduced many good initiatives and had brought an enthusiasm to nursing both across the Trust and at Board level. He felt that some of the initiatives may not yet have
made significant progress as she had only been in post for a relatively short time and part of that had been on maternity leave. He reported that he was confident that her
strategy would be delivered.

The Chief Nurse described a good practice day which was celebrated at the Trust. Over a hundred delegates attended and the event received a nomination for the Nursing
Times Awards. The effectiveness of this event in disseminating good practice was evident from speaking to nursing staff at Goole who described information learnt about
outpatient care at Grimsby. They felt it was a useful initiative to spread good practice.

The panel was shown two good examples of newsletters developed to disseminate learning from incidents and risk management through clinical areas. The Chief Nurse and
Medical Director have issued co-signed letters, such as one issued when there are breaches of the “bare below the elbows” rule.

The Director of Clinical and Quality Assurance / Trust Secretary confirmed that the Trust had independently requested an external review of governance arrangements to ensure
that the Trust's approach to mortality was adequate. A formal report had not yet been issued at the time of the Rapid Responsive Review visit. The panel were subsequently
informed that it had been received and submitted to the June 2013 meeting of the Trust Board.
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Outstanding concerns including evidence

Planned improvements

Priority — urgent,
Recommended action high or medium

Inadequate progress being made to improve the quality of services
utilising effective clinical leadership, especially in relation to the provision
of stroke care

There is a concern over the provision of out of hours stroke care at the Diana,
Princess of Wales Hospital. The panel noted that the Trust does not facilitate
thrombolysis treatment out of hours and that this is a risk to patient safety.

There have been improvements in stroke care in Scunthorpe which have not
been implemented at the Diana, Princess of Wales Hospital.

The Trust has data reporting and governance processes in place, but there was
little evidence of this driving widespread clinical change from the interviews,
focus groups and observations conducted by the panel. Whilst there were
several improvement initiatives in place, implementation seemed to be slow and
patchy across the Trust. This is despite mortality issues being known to the
Trust for more than 12 months.

Examples of inadequate progress include inconsistencies in improving stroke
care (see later sections), lack of a clear plan to improve the care of deteriorating
patients and gaps in dementia training for staff. The Chief Nurse described a
reward system for nursing providing certificates of bronze, silver and gold
relating to performance in Infection Prevention and Control. However, several
wards’ staff were unaware of the system. Cardiac clinicians could not confirm if
the Trust contributed data to the National Cardiac Arrest Audit. Through further
investigation it was established that the Trust did not supply any data despite
being recommended to do so from the “Transforming Health” review within the
last 12 month period.

The panel noted weaknesses in medical leadership. No evidence was provided
of regular meetings between the Medical Director and senior clinicians and the
panel considered that there was inadequate involvement of medical staff in
redesigning services to address the high mortality levels. When asked about
the relationship between the executive team and clinicians, one consultant

Plan to facilitate thrombolysis
care post September 2013.

The Trust needs to work with the CCG to urgently  Urgent
address the provision of stroke services out of

hours. It is recommended that the Trust conduct

an urgent review of the out of hours stroke services

at Diana, Princess of Wales Hospital and

implement recommendations, agreed with the

CCG, hy the end of July 2013.

The Board needs to prioritise actions to improve Urgent
quality, focusing on key areas of high mortality

(including the treatment of stroke, respiratory

diseases and septicaemia) and other concerns.

Continue to embed the learnings from stroke care
improvements in Scunthorpe across the Trust, and
facilitate thrombolysis for all stroke patients.

Develop SMART impact measures in relation to the Urgent
implementation of action plans. Assign

responsibilities to named individuals and make

them accountable for delivery.

Assign board level ownership and performance High
management responsibility of all action plans to
ensure timely and effective progress is made.

Ensure consistent implementation of reward and High
recognition initiatives across all areas.

Develop a process to contribute data to the Medium
National Cardiac Arrest Audit.

Ensure that there is demonstrable leadership from  Medium
the Medical Director in all clinical areas, meeting
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Priority — urgent,

Outstanding concerns including evidence

reported that “the meetings have been more an exercise in being informed
rather than an equal discussion. An exchange of ideas would be better...
Management are more dependent upon their own data and statistics than the
clinicians’ views”.

The Trust has recognised the need to address engagement with medical staff.
A Non-Executive Director acknowledged that they “do not talk to the doctors
enough”, but also highlighted that it was difficult to get buy-in from clinicians as
a non-clinician.

Disconnect between the Board and clinical staff, including engagement
and consultation with clinicians

The panel observed gaps in staff understanding of the Trust's quality priorities
and performance. The Board communicates with staff, but does not seem to
engage them fully in discussions around quality improvement. This includes
communication with senior medical staff which in areas was noted to be a one-
way, top down process.

Many clinicians were unclear about the Trust's mortality issues, or the existence
of the mortality groups and their recommendations. Junior doctors were not
encouraged or enabled to attend these meetings, and were mostly unaware of
the issues around mortality.

Only one nurse out of four nurses spoken to on a particular observation had
seen the Chief Nurse’s strategy. Nurses on two other wards had not heard of it.

Senior management described measures in place to disseminate learning from
incidents and risks identified, for example, newsletters, a lessons learnt review
group and a divisional clinical governance group. However, staff interviewed
formally and during observations and focus groups were unsure of how incident
reporting was used throughout the Trust to ensure the safety of care for patients

Planned improvements

An initiative has recently been
introduced — “An audience with
[the Chief Executive]” in which
there is an opportunity to openly
discuss Trust issues with the
Chief Executive. Only one of
these has so far taken place (in
April, in Scunthorpe) , but the
panel were told that the plan was
to have them take place
quarterly.

Recommended action high or medium

and communicating regularly with clinical leads.

Embed senior clinical engagement in the strategic
development process, ensuring that clinical
priorities are reflected.

High

Consider a mentoring and development
programme for medical and nurse directors and
their deputies.

High

Create a forum in which NEDs can communicate
directly with clinical staff.

High

Encourage the role of staff governors. Medium

Develop a robust and audience appropriate Medium
communications plan to ensure adequate
engagement of staff in the implementation of
strategy.

Increase the visibility of Board members and senior Medium
clinicians through a programme of drop in
sessions, ward walk arounds and actively
promoted open door policies.

Embed junior doctor involvement in quality Medium
improvement and mortality focused projects.

Ensure effective communication with the nursing
workforce regarding strategic direction for nursing. Medium
Ensure that the recommended process for sharing
learning is embedded at department and ward
levels. Regular auditing as to the effectiveness of
this process should be carried out on a three month
rolling cycle.

High
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Priority — urgent,

Outstanding concerns including evidence

and learning of lessons. Many staff could not describe examples of learning
from incidents across the Trust and some reported not receiving feedback from
incidents they had reported themselves. This was inconsistent with a Board-
level interview where it was explained that feedback was provided to 100% of
DATIX reporters to improve critical incident reporting methods and the learning
of lessons. The panel did not investigate the reason for this discrepancy.

Focus on the quality agenda and acceptance of the mortality problem

More needs to be done to focus on the quality agenda, throughout the
organisation. There was a lack of transparency regarding the process whereby
the tension between targets and quality is resolved.

There appears to have been an initial reluctance to accept clinical responsibility
for the mortality problem which has led to delays in improvement. The lack of
awareness of the mortality issues amongst clinicians who have not been
involved in discussions (which was observed by the panel (see above)) was
considered by the panel as another indication that it is not yet considered or
seen as a priority consistently throughout the Trust.

A Non-Executive Director described improvements to the focus of the Trust, for
example the Quality & Patient Experience Committee (QPEC) was established
two years ago to give the Board more of a quality focus and stated that the

culture has been improving. An Executive Director acknowledged that the Trust

had been slow to recognise the mortality problem, but that the Board now takes
the issue very seriously and has it as a standing item at all Board meetings.

Another Non-Executive Director expressed sceptism over the relevance of the
SHMI, including that it is a result of community problems and is out of date, so
does not reflect recent improvements. The panel considered that the
interviewee demonstrated a lack of engagement with the mortality issues. This
lack of a shared understanding presents a risk to the Board effectively
challenging progress on the mortality issues.

Planned improvements

None identified by the pane

Recommended action high or medium

Share learning and feedback from SUIs across
trust sites. High

Ensure that clinicians are embedded in structural
and organisation redesign processes and that High
matters pertaining to clinical care are prioritised.

Continue to place quality, and how it is monitored High
and improved, first on the Board agenda. Engage

staff to make clear the Trust’s priorities and how
trade-offs are managed.

Ensure effective board level responsibility and High
accountability for the mortality agenda.
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Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium

Inadequate involvement of senior medical leadership in the Quality Impact None identified by the panel.
Assessments (QIA) process

The panel identified a lack of involvement of senior medical leadership early on Embed senior medical involvement in the CIP and  High
in the Quality Impact Assessments (QIA) process of the Cost Improvement Plan quality improvement process.
(CIP). This was evident from an interview with senior management.

No similar concerns regarding nursing involvement were raised.

Inadequate communication and sharing of learning and good practice None identified by the panel. Implement a systematic approach to sharing High
across the sites lessons learnt and improvements across the Trust.

Review historic lessons learnt to ensure that
Apart from a lack of learning from incidents within and across sites, discussions relevant improvements are implemented across the
with staff and observations also highlighted other inconsistencies and a lack of Trust.
sharing of good practice across sites.

Implement forums for clinicians across the three Medium
More cohesion between the three sites is required. sites to improve shared learning.

The Board should review its approach to Medium

developing a unified culture and Trust identity.
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Clinical and operational effectiveness

Overview

The panel explored a key line of enquiry for clinical and operational effectiveness covering the processes the Trust uses to monitor and address clinical and operational
performance data. In particular, the panel sought to ascertain the steps the Trust is taking to improve mortality performance, with a focus on general medicine and respiratory
diseases, stroke, diabetes and overall care of the elderly. A second key line of enquiry for this area addressed the consistency between sites. As for the review of other
aspects of governance and leadership, the panel used a combination of documentation and data review, interviews and observations.

Summary of findings
The following good practice was identified:

= Recent implementation of the National Early Warning Scores (NEWS) for monitoring patients.

= Improvements made during 2013 in stroke care at Scunthorpe General Hospital.

= Piloting of a new hydration system for patients which aims to decrease the risk of dehydration and therefore improve fluid balances.
= Initiatives being implemented by Diagnostics, including seven day working.

= Qut of hours outreach service at Grimsby led by senior nurses responding promptly to ward demands.

= Matrons with designated role for quality covering three sites.
The following areas of concern were identified:

= Poor patient flow management, multiple bed moves and poor management of outliers, particularly at the Diana, Princess of Wales Hospital.

= Concerns relating to capacity and flow of patients in Accident and Emergency, and the impact on patient safety.

= Lack of senior medical involvement out-of-hours which is expected to result in lower standards of care and delayed discharges in emergency and acute medicine.
= Lack of consistency across and within sites in the implementation of pathways that would reduce mortality.

= Concerns over the approach to medical handovers.

= Examples of poor standards of clinical documentation.
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Detailed findings

KLOE 3 and 4: What governance arrangements does the Trust have to monitor and address clinical and operational performance data at a senior level? How does the Trust
ensure consistency across its sites?

Good practice identified

In late 2012, the Trust introduced National Early Warning Scores (NEWS), a patient observation system that aims to ensure that deteriorating patients are identified and referred
to medical staff more rapidly. The panel observed this system working well on some wards, for example, on the Stroke Unit at Scunthorpe General Hospital, however, it requires
further embedding in other areas of the Trust.

An improved stroke care pathway has been implemented in Scunthorpe. This includes the direct admission of patients to the Stroke Unit, and the use of telemedicine. This
pathway has not yet been fully implemented at the Diana, Princess of Wales site, although specialist stroke nurses have been in post for several years. At both sites, an integrate
in-patient stroke management patient record has been introduced. This is a paper document completed by all clinicians and social workers. The panel was shown an example
record at the Stroke Unit at Scunthorpe General Hospital, but observed that it had not been completed fully.

The Liverpool Care Pathway has been well implemented at the Goole and District Hospital. Specifically, staff there described a team approach which starts with a discussion
within the team including doctors. Relatives and carers are consulted and the discussions are usually supported by a senior nurse.

The Trust had elected to be a part of the pilot scheme for a hydration system for patients which aims to decrease the risk of dehydration and therefore improve fluid balances.
The system makes use of a handheld water bottle with a non-drip drinking nozzle similar to those found on the “camel backs” used by cyclists. There are quantity markers noted
on the side of the bottle so that clinicians and patients can gauge how much they have drunk. Staff reported that it is proving to be operationally effective — there has been an
increase in liquid consumption — and cost-effective. An extension had been requested to test the scheme on more wards.

Staff at Goole and District Hospital also reported that a nutritional pathway was being piloted.

The pathology and diagnostics team described an on-line portal initially developed locally to support electronic requesting and access to results for both primary and secondary
care referrers. The team has further developed the system to include the electronic patient care records, discharge summaries, doctors’ handover, ward screens that display bed
occupation and patient observations, a site bed management system, bedside labelling and a blood training module. The system is intended to be a comprehensive, digital
means to store patient data primarily for internal use within the Trust. It is intended to improve the consistency and depth of patient care plans and enable frequent monitoring,
providing alerts on patients to ward staff. Whilst all development packages are not fully rolled out across the Trust, there has been investment in equipment and a dedicated team
of diagnostic IT staff focused on the work.

The Trust have been offering seven day diagnostic services for over 12 months but this has relied on staff volunteering to work additional hours at weekends. However, staff
consultation is now complete with contracts of employment changed from 24 June 2013 which allows the Trust to substantiate the service. The Trust has supported additional
funding to employ additional diagnostic and administrative staff.

The panel’s view is that this directorate is taking an innovative approach to make information readily available across all sites within the Trust.
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A critical care team led by an experienced nurse practitioner has been set up to work across sites and provide specialist advice to nurses on patients that are post-surgery and

that warrant critical care support.

The panel were told that following issues raised by SHMI results in 2010, an external review was arranged which resulted in a large number of actions. The mortality group
established and led by the Medical Director works cross-site and has analysed patient notes from 2010 onwards using the Global Trigger Tool (GTT).

All wards undergo a robust assessment of compliance with defined clinical nursing standards. The Trust has designated quality matrons whose roles are distinct from those

responsible for operational issues. There was evidence of them visiting the wards on a very regular basis.

Outstanding concerns including evidence

Planned improvements

Priority —

urgent, high or
medium

Recommended action

Poor patient flow management, multiple bed moves and poor
management of outliers, particularly at the Diana, Princess of
Wales Hospital

The panel observed the effects of inadequate capacity and poor
patient flow management throughout the emergency and acute
pathway, as well as in theatres and on surgical wards, most acutely
at the Grimsby site. The following section describes issues noted in
Accident and Emergency specifically.

The panel identified poor management of patient flow resulting in
multiple bed moves for patients at both the Grimsby and Scunthorpe
sites. This was reported by staff and patients on the wards and
raised as an issue at the listening events. Patients reported finding
the moves confusing and disorienting, with poor communication.

It was also reported that patients are spending too long in the Post
Anesthetic Recovery Unit (PARU) in Grimsby as a result of bed
pressures. At the announced visit, two patients were waiting in the
day surgery waiting room as beds were not available for them on the
wards post surgery. Two patients were also in ITU beds
unnecessarily, as there were no beds on the wards.

The panel found evidence of poor management of outliers, of which
there are high numbers. For example, at the unannounced visit in

The Trust is in the process of
opening a Surgical Assessment
Unit (SAU).

A review found that there were
insufficient HDU beds, and an
increase in the number of beds
has been approved, but not yet
implemented.

An HDU nurse training plan is in
place in preparation for the
physical expansion, led by
consultant physicians.

Develop a clinically led approach to
managing the acute medical pathway in
conjunction with staff and stakeholders. The
implementation plan should clearly set out
accountability for delivery and be monitored
by the Board. All staff should be clear about
their individual responsibilities for the
successful delivery of the pathway.

The Trust should minimise patient transfers.
Best practice would indicate that no more
than one additional internal move takes
place. A move needs to be discussed with
clinicians to agree the impact that it would
have on clinical care.

Urgent

The number of patient moves and number of High
outliers should be monitored as an indicator
of performance and clinical quality.

A review of the approach to managing
discharges should be undertaken as part of
the acute medical pathway.

High
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Priority —

urgent, high or
Outstanding concerns including evidence Planned improvements Recommended action medium

Grimsby there were 10 medical outliers in the surgery wards.
Clinicians highlighted through interviews and during ward
observations that medical outliers put more pressure on the
respective ward consultants who spend additional time finding their
patients across the hospital. In addition to the impact on clinician
time, this could result in patients being seen by consultants of
different specialty, potentially impacting quality of care. With the high
level of patient moves there is an increased risk of unsatisfactory

patient experience alongside an impact on quality and safety. At the stroke ward in Grimsby,
the panel was informed of the

Staff at Grimsby reported that the discharge process was not Early Supported Discharge (ESD)

proactive and that many patients remained in hospital longer than system which is in the early

necessary. This hampered the ability of the hospital to find beds for  stages of roll out. Patients are
incoming patients. It was also reported by staff that discharges for monitored and assessed for ESD
outliers tend to be delayed. from inpatient day three.

Concerns relating to capacity and flow of patients in Accident The Trust indicated that work is

and Emergency, and the impact on patient safety being done to review issues in Continue review of processes relating to the  Urgent
this area, including work with emergency pathway urgently. In particular,

In A&E at Diana, Princess of Wales Hospital, patients were seen on  EMAS to support better the Trust should:

separate occasions to be cared for by ambulance staff who had been monitoring of handover times. e Urgently implement adequate

unable to complete their handover. On one occasion at the triaging at the A&E interface; and

announced visit ambulance staff had been caring for a patient for an e Ensure that prompt hand-over can

hour following arrival at the hospital. be made by ambulance staff.

At an observation of the A&E Unit at Scunthorpe General Hospital,
Scunthorpe, the panel was informed that occasionally patients wait in
the car park when MAU and A&E are full and that this time is not
counted for the purposes of measuring A&E performance.

The panel had further concerns about the process for triaging
patients at the A&E reception of the Diana, Princess of Wales
Hospital. During the unannounced visit the initial triage was
undertaken by a receptionist (or an HCA covering during breaks). At
the time of the panel’'s arrival, eight patients were waiting to be
formally triaged, including one who had been in the department for 1
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Outstanding concerns including evidence

Priority —
urgent, high or

Recommended action medium

Planned improvements

hour and 50 minutes. This was despite the fact that the department
did not appear to be particularly busy.

A staff member also reported patients being moved onto the MAU
from A&E to avoid a four-hour target breach and provided a past
example of one patient who had not been monitored on the MAU for
six hours and had subsequently deteriorated.

The MAU at Diana, Princess of Wales Hospital was almost at
capacity when the panel visited. The panel was told that there is no
internal target to transfer within 14 hours. Rather, the aim is to
transfer patients from MAU within 24 — 48 hours, longer than is
considered to be best practice. The Trust confirmed that the target is
for all patients in the assessment area to be reviewed by a senior
clinician within 14 hours. The target for short stay patients is to be
discharged / transferred within 24 — 48 hours.

Lack of senior medical involvement out-of-hours resulting in
lower standards of care and delayed discharges in emergency
and acute medicine

The Trust is not currently providing a seven day service in the
majority of areas. For example:

=  Out of hours and weekend cover was poor at both the Grimsby
and Scunthorpe sites. For example, there was no medical SpR
on Saturdays in Scunthorpe. The medical wards at night were
primarily looked after by FY1s (with SpR support).

= Appropriate, coordinated stroke care is only available five days a
week during working hours at both sites. Despite this,
ambulance staff reported that they still had to bring “fast
positive” stroke cases to the hospital out of hours.

=  Alack of middle grade doctors across the Trust is resulting in a
high locum usage. Some of these locums are new to the NHS
and the Trust, increasing pressure on junior doctors, particularly
out of hours when consultants are on call.

Review medical cover out of hours and Urgent
provide more senior cover to ensure safe
standards.

Fast track discussions with commissioners ~ High
and the wider health economy regarding
plans to move to seven day services.

Review the effectiveness of locum cover and High
address over-reliance on agency and locum

staff.

Undertake a review into the potential Medium

introduction of nurse practitioners overnight.
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Outstanding concerns including evidence

Recommended action

Priority —

urgent, high or
medium

= A senior nurse and a senior doctor in Grimsby both expressed
concern over delayed discharges. One stated that discharges
were poorly predicted, even over a day, and it seemed that
consultants were “holding” beds for their specialty.

Lack of consistency across and within sites in the
implementation of pathways that would reduce mortality

The panel observed examples of inconsistencies in the
implementation of patient pathways between sites.

A key example of this is the stroke care pathway. Significant
improvements have been made through the implementation of this
pathway at Scunthorpe General Hospital; however, the panel
understands that there has been reluctance to implement this
pathway at the Diana, Princess of Wales site. In an interview, an
Executive Director confirmed that there had been a “massive
improvement” in stroke mortality at Scunthorpe, but no
corresponding improvement at Grimsby.

The panel noted that CVA thrombolysis was not available out of
hours at either site due to a lack of resident CT radiographers. The
Trust had planned to introduce a 24/7 service in April 2013, however,
this was not in place at the time of the review.

Variations were also noted in the implementation of the NEWS
system. The panel observed compliance with this system on a
number of wards at Scunthorpe General Hospital; however, staff on
wards at the Diana, Princess of Wales site commented that
improvements were still required on a number of wards.

The panel notes that these variations in the implementation of
pathways and initiatives to improve clinical and operational
effectiveness may have an impact on mortality rates at each site. A
May 2013 paper prepared by the Trust’s Information Services Team
using data from the Healthcare Evaluation Data (HED) system

Planned improvements

The Trust is currently working
towards the Stroke Accreditation
(as set out in the Trust’s 2011/12
Quality Account).

The Trust uses teleconferencing
to enhance communication
between sites, for example, this is
used by the Mortality
Performance Committee.

The Trust stated that there are
plans to improve the CT
radiography capacity and support
the provision of thrombolysis
services.

The Trust stated that
thrombolysis will be available 24 /
7 from September 2013.

A more proactive and consultant-led
discharge policy needs to be developed.
Implement discharge planning from
admission (AMU).

The Trust needs to work with the CCG to
urgently address the provision of stroke
services out of hours.

Robust performance management
processes should be introduced to ensure
that key pathways are introduced and used
consistently between sites. Clinicians must
be held to account for the implementation of
these pathways.

Use service improvement tools and
techniques to reduce variation in care.

The Trust should ensure resources are used
appropriately between sites, for example,
there is currently a specialist stroke nurse
only at the Grimsby site.

The Trust must explore opportunities to
enhance cohesion between sites. This
should include forums for clinicians across
the three sites to improve shared learning.

Implement a process to encourage and
reward the spread of innovation and good
practice at all levels.

Urgent

Urgent

High

High

Medium

Medium
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Priority —

urgent, high or
Outstanding concerns including evidence Planned improvements Recommended action medium

indicates significant variation in the SHMI at each site for the 12
months to January 2013, as follows:

e Diana, Princess of Wales Hospital: 119
e Scunthorpe General Hospital: 106
e Goole and District Hospital: 103

Concerns over the approach to medical handovers

Medical handovers observed at both sites during the visit were At Diana, Princess of Wales, the  Handover procedures should be Urgent
inadequate. These observations were supported by feedback from medical team has implemented strengthened so that they are safe. This
staff at focus groups in Grimsby. Issues raised included: computerised handover. should include:
However, this has not been =  Setting consistent standards across the
e Little or no supervision from senior medics; and implemented across the Trust. Trust;
e Not all handovers were formalised with a list of patients, =  Ensuring an electronic list of patients,
their current status and stage of investigation and The panel were informed that a their current status, stage of
treatment. handover task and finish group is investigation and treatment is used; and
in place which is identifying ways =  Ensuring that handovers are recorded
A specific issue was noted at Scunthorpe General Hospital. to ensure a consistent approach to allow monitoring and review.
Between 5pm and 9.30pm, medical cover is provided by an FY1/FY2 to medical handover. A handover
grade, and SHO (CT1/2) and SpR. As the night handover occurs at  policy has also been developed.  The Trust should extend the protected High
10pm, any unwell patients or unfinished jobs are handed over twice; timeframe to provide clinicians with more
once to the MAU team at 9.30pm, and again to the night shift at time to discuss each patient and to enable a
10pm. As such, information provided to the night shift is usually third more thorough handover. This is particularly
hand, as it is rare for the MAU team to have had the opportunity to important at weekends when staffing levels
review unwell patients between 9.30pm and 10pm. This increases are reduced. Introduce training in handover
the risk that information is not passed on and that deteriorating techniques until this is embedded.

patients are missed.

Examples of poor standards of case notes and clinical The Trust is continuing to embed
documentation a new fluid management policy
launched in February 2013. Review processes governing the completion Urgent
During ward observations at both the Diana, Princess of Wales, and of clinical documentation and establish safe
the Scunthorpe General Hospital sites, the panel observed examples There are planned improvements standards of practice.
of poor documentation standards, including: to nursing documentation which
are being coordinated by a Undertake routine and regular case note / High
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Planned improvements

Priority —
urgent, high or
Recommended action medium

Outstanding concerns including evidence

e Afile containing multiple patient records, but with dividers
missing, meaning that a DNR form from one patient was
found beneath another patient’s notes;

e Observations more than 48 hours old had been removed
from one patient’s notes;

e Variation in the standards of documentation of fluid charts;

e Examples of different documentation formats being used
which were dependant on where the patient had been
admitted from. This was felt by staff to cause confusion and
potential harm.

However, the panel also observed examples of patient notes on both
sites that had been completed competently.

Nursing Documentation Steering
Group.

documentation audits.

Consider the timeframe to implement an High
electronic patient record (EPR) system and

ensure that this is given adequate priority

within the IT strategy.
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Patient experience

Overview

The panel focused on how the Trust engages with patients, families and carers, and understands and responds to patient feedback. This area was addressed through
discussions with patients and staff during ward observations and at the public listening events, together with reviewing Board and ward level information on patient
experience.

Summary of findings
The following good practice was identified:

= Patients expressed loyalty towards their local hospital.

= The panel received positive feedback about the care received across a number of the Trust’'s wards.

The following areas of concern were identified:

= The Trust is using interpretations of the single sex accommodation standards in certain areas which are no longer deemed acceptable. This panel considered that this is
compromising patients’ dignity in these areas.

= Concerns regarding hydration and nutrition.

= Concerns over the use of the Liverpool Care Pathway in some parts of the Trust. This was highlighted specifically by feedback from the public which highlighted concerns
over use of the Liverpool Care Pathway without appropriate consultation with patients or relatives. However, from discussions with staff, the pathway appeared to be
well-implemented in Goole.

= Patients who, whilst happy with the level of care, felt that the nursing staff were too busy to help in moments of need.
= Gaps in communication with patients and families, for example due to delayed surgeries and multiple patient moves.
= Patient concerns over the number of times they were moved during their stay in hospital, as well as discharge processes.

= The panel identified that appointments for surgeries, particularly elective, were delayed and cancelled with poor levels of communication between staff and patients of
why this had happened.

= Process of responding to complaints which is seen by patients as inaccessible and slow.

= Lack of accommodation for families.
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Detailed findings

KLOE 5: How does the Trust engage with patients, their family and carers?

Good practice identified

The panel observed a high degree of patient loyalty to the Trust and many of the patients highlighted at the listening events that they had received good quality care, particularly
at Grimsby. Patients from Goole were very concerned that they may lose the services provided at their local hospital.

Across a variety of wards, patients provided positive feedback about the level of care they received. Examples of areas of local good practice that were acknowledged by patients
include knee surgery at Goole which was well regarded and seemed to be an active choice for patients and the medical rehabilitation ward in Goole. The panel observed good
team working between the ward staff and rehabilitation physiotherapists.

A panel member was invited to review all the returned feedback forms available for April and May 2013 for the Jasmine Maternity team in Grimsby. Most of these were very
complimentary and praised the staff for their excellent care. Some feedback forms contained praise and criticism. One staff member and a father of a patient reported excellent
care having been received at the unit.

A number of staff interviewed in Grimsby stated that they would have their family members treated at the hospital.

There is a Board-approved Patient Experience Strategy (PES) under the leadership of the Chief Nurse The PES makes no reference to complaints data or to learning from
complaints, although complaints are referenced in the PES implementation plan. The forums for reporting and discussing patient feedback are the Patient Experience Group and
the Quality and Patient Experience Committee, where complaints are also discussed.

The panel was told about an initiative introduced in 2009, which allows patients to provide feedback on their food via their menu request forms. The results of this feedback are
reviewed monthly by the Patient Experience Group and specific information is fed into the Board’s Quality Report.

Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium
Concerns that a loose interpretation of the single sex accommodation A matron in the theatres at Perform a Trust wide review of the application of the  Urgent
standards are compromising dignity in certain areas of the Trust Grimshy explained that they were national definitions and reporting of mixed sex

considering how to provide single accommodation breaches. The results of this review
The Trust is applying definitions of mixed sex accommodation breaches to sex waiting accommodation as should be used to ensure that breaches are

some areas which are inconsistent with standards applied nationally. This breast surgery is now being eliminated.

can no longer be seen as being acceptable. Nurses on wards at both provided as day surgery.

Grimshby and Scunthorpe demonstrated a poor understanding of these Training should be provided to all staff to ensure that High
standards. they are familiar with the national guidelines and
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Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium
definitions.

The panel observed mixed sex accommodation breaches, relative to

standards applied nationally, in the stroke wards in both Grimsby and

Scunthorpe and in the MAU and Intensive Care Unit (ICU) in Grimsby. The

panel also witnessed a patient who was inappropriately exposed where

there were both male and female patients present in a pre-surgical area in

Grimshy.

Other patient concerns over poor care None identified by the panel. Ensure that staffing levels and levels of training on Urgent
wards are sufficient to provide appropriate levels of

A theme that emerged from discussions with patients, families and carers basic care to patients.

was instances of patients not receiving basic care from nurses and

healthcare assistants. A number of examples related to hygiene and areas Monitor trends in complaints and incidents to identify High

which impacted patients’ dignity. areas of the Trust where levels of basic care may be

an issue, and review staffing levels accordingly.
This theme was also evident from letters from the public. For example one
stated that, “During this time | did all his personal care (washing, changing
his clothes, pads & convene), moving him from side to side on my own as
the staff was ‘unable to help’ or ‘ didn’t have time’ or ‘doing other things’.”

The panel did not observe this practice whilst conducting the review.

Other patients, whilst happy with the level of care, felt that the nursing staff
were too busy to help in moments of need.

Concerns over the use of the Liverpool Care Pathway in some parts of Following poor national media Review the use of the Liverpool Care Pathway High
the Trust coverage of the Liverpool Care across the Trust, in particular the level of
Pathway, the Chief Nurse consultation with patients and families before putting
Although the panel identified good practice in the implementation of the presented a paper to the Trust patients on the pathway (involving patients and
Liverpool Care Pathway in Goole, patients, families and carers from the Board providing assurance of the families in the review as appropriate).
other sites raised concerns about the use of the pathway. Themes Trust’s processes and plans
emerging from patient stories included: regarding use of the pathway. Where areas for improvement are identified, staff High
An audit of the use and should receive refresher training, with a focus on

e Patients, families and carers had not been adequately consulted or implementation of the Liverpool  patient, family and carer experience.

informed before the introduction of the Liverpool Care Pathway, or ~ Care Pathway is currently being

Do Not Resuscitate (DNR) status being assigned; developed. Undertake regular and ongoing review of the use of  High
¢ Insufficient senior medical involvement in the decision to place a the Liverpool Care Pathway.
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Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium

patient on the Liverpool Care Pathway; and
e The Trust does not have an overall strategy for end of life care.

The panel did not observe any evidence in patient notes that indicated
patients were placed on the Liverpool Care Pathway inappropriately, or that
there was ineffective communication with patients, relatives and carers. All
patient records reviewed in relation to this matter were appropriately and
competently completed.

Concerns regarding hydration and nutrition Pilot schemes for hydration and  Review hydration and feeding practices across the Urgent
nutrition are described in a Trust. ldentify best practice, share information and
Reviewers were concerned about inappropriate methodologies being used previous section. implement necessary reforms.
to feed unconscious patients.
The Trust is moving towards Ensure that patients with special dietary needs, Urgent
Some patients complained about the quality and volume of food received. A using the nationally accredited including due to medical and other reasons, are

number of stories highlighted that patients had not had adequate hydration. ~ MUST screening tool. Training is adequately catered for and that the correct meals are
Two patient stories highlighted that the hospital had not been able to supply being delivered by the dietetic received.

food suitable for diets required for medical reasons (one patient was diabetic department.

and the other had coeliac disease). Another patient who required a Kosher

diet was not provided with suitable food. However, the panel was provided  The Trust is currently reviewing

with menus by the Trust that clearly set out narrative relating to specialist its catering arrangements.

diets and codes.

However, the panel also observed an example of good feeding practices in
Scunthorpe where the nutrition of a patient with motor neuron disease was
being actively managed. Also, on ward C1 at Grimsby, the panel observed
that meal times were protected and patients needing it were being given
help in a sensitive manner.

Gaps in communication with patients and families, for example due to  The Trust acknowledged that Embed the Patient Experience strategy, review High
delayed surgeries and multiple patient moves communication with patients was timelines for their achievement and closely monitor

an issue and described actions progress against targets.
The following themes emerged from discussions with patients and families  which had been developed to

on the wards and at the listening events: address it. The Trust is Embed patient involvement at all levels across the Medium
reviewing recruitment and Trust, including Board level, in order that this
= Patients concerned about the number of times they were moved and appraisals systems to reflect becomes a routine process. Use feedback and

being moved at night, as well as discharge processes. There was poor expected standards of behavior. intelligence from patient involvement to improve
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Priority — urgent,

Outstanding concerns including evidence

communication around moves and discharges. Relatives were
frequently made aware of the patient move only when they arrived for
visiting hours at the original ward.

=  Alack of communication on admission to wards.

= Patients concerned about a lack of continuity of care and needing to
explain their situation to multiple clinicians.

=  Appointments for surgeries, particularly elective, delayed and cancelled,
often at short notice, with poor levels of communication between staff
and patients of why this had happened.

=  Poor communication around other appointments.

The panel identified inconsistencies throughout the Trust on ward notice
boards — some were too cluttered, whilst others had little relevant
information for patients and families to read.

Impact of patient flow issues on patients’ experience

Patient flow issues were highlighted in the feedback from patients and
families, including concerns around the length of time it sometimes took for
patients to get a bed on the wards and the number of times patients were
moved. Some patients highlighted that they endured several moves before
arriving on the “right” ward for the treatment they needed.

A patient at the Grimsby listening event highlighted that after discharge,
whilst in principle the “discharge suite” was a good idea to ease bed
occupancy, it was felt that it was a very unappealing environment to wait for
up to several hours while transport arrived.

Staff did not seem aware of any local policy on moving patients at night, and
the panel considered that there was inadequate consideration given and
planning done in order to minimise patient moves at night.

Process of responding to complaints is not adequately communicated
and seen by patients as slow

The complaints process was not adequately advertised throughout the Trust
and there was a lack of clarity over the process.

Planned improvements

None identified by the panel.

The Trust has undertaken a
review of its complaint handling
arrangements and has
developed an action plan in

Recommended action high or medium

services

Review the communication procedures used Medium
between staff and patients. An adoption of the ‘Ask

me’ scheme utilised in other Trusts could help

improve communication with patients.

Best practice would indicate that no more than one
additional internal move takes place. A move needs
to be discussed with clinicians to agree the impact
that it would have on clinical care.

Urgent

Review patient placement policy and audit to ensure
compliance, in particular in relation to the time of
transfer.

High

Ensure that site plans are in place early in the day to
ensure that patient moves happen in a timely way.

High

Implement improvements to the complaints handling
arrangements by September 2013.

High

Ensure that there is prominent, clear information on ~ Medium

response to this review. Progress the complaints process on all wards and other
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Priority — urgent,

Planned improvements

Outstanding concerns including evidence

against this action plan is being
monitored by the Quality and
Patient Experience Committee.

Patients and relatives reported significant delays in receiving responses to
complaints — many waiting several months. A number of patients and
relatives did not feel satisfied by the response given by the Trust to their
complaint. One family spoke of a response many pages long which
included many excuses and which seemed to have been “taken off the
shelf”.

There is a new complaints
manager who the panel were told
will review the customer service
training provided on the wards.
There were visible signs that some wards encourage patient feedback (for
example Goole stroke and rehabilitation, the maternity ward at Diana,
Princess of Wales), but this was inconsistent. There was evidence that
some wards have "Tell us what you think?" leaflets available for patients
and relatives but they were not prominent. There was also evidence that
different wards use different methods.

The panel was told that the Trust
has invited the Ombudsman to
learn more about their approach
to complaints handling.

The "Tell us what you think?" customer services leaflets were also available
outside the (locked) PALS office. The leaflet contains information about
making a complaint and initially signposts concerns and complaints to the
customer services manager. The leaflet contains contact details of PALS
and the Customer Services Department.

The panel found some ambiguity about where to give what type of feedback.
Written documentation and comments from staff indicated that PALS deals
with informal concerns and signposts formal complaints. The panel
considered it may be unclear to patients whether PALS and Customer
Services are linked or independent from one another. Patients who have a
formal complaint often want independent advice and may be dissuaded or
put off if they feel obliged to go through the Customer Services Department.
A panel member asked staff on a ward what action might be taken about a
concern or complaint made using the form and it was explained that this
was an informal method of feedback and as such would not be classed as
complaints. It was unclear as to how express concerns on feedback forms
might be dealt with and lessons learned.

Lack of accommodation for families The Trust has plans in place to
create a family / relative’s room

An observation in Grimsby highlighted a lack of accommodation for families. on each corridor of the C floor.

Recommended action high or medium

patient areas, which is accessible to patients.

Publicise target response times and monitor Medium

compliance.

Provide training to all patient facing staff in relation to Medium
the complaints procedure and the Trust's approach
to providing a high quality patient experience.
Widen the focus of complaints management to Medium
patient engagement and identify trends so that

systemic issues can be addressed (see earlier

comments regarding the Patient Engagement

Strategy).

Patient voice to be heard at Board level to improve
engagement with patients. Include patient stories at
monthly Board meetings.

Medium

Ensure that there is a robust process to ensure
Trust-wide learning of lessons from complaints and
other feedback.

High

Review the availability and allocation of overnight Medium
facilities provided for family members, particularly for

those of children and next of kin to the elderly.
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Outstanding concerns including evidence

Planned improvements

This process requires a number
of staff office moves. These
moves are planned for July 2013.

Recommended action

Priority — urgent,
high or medium

B
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Workforce and safety

Overview

The three KLOEs on workforce and safety focused on the Trust’s workforce strategy, how the Board is assured it has the necessary workforce deployed to deliver its quality
objectives and how the Board is assured that the organisation is safe. The panel addressed these KLOEs through Board-level interviews, interviews with clinicians,
documentation review, focus groups and ward observations.

Summary of findings

The following good practice was identified:

= The Chief Nurse is performing a review of ward nursing establishments.

= A designated HR lead for nursing has been appointed and is implementing initiatives to increase awareness.

= An electronic mandatory training system was put in place throughout the Trust for staff earlier this year.

=  Work shadow sessions with senior clinicians have been implemented for trainee doctors, although these are frequently cancelled due to the senior doctors’
workloads.

The following areas of concern were identified:

= Low nurse staffing establishments and inadequate nurse staffing levels, quality and skill mix to cope with clinical demand in a number of areas, including A&E, MAU
and medical wards as observed on the night shifts in Grimsby.

= Gaps and difficulties in recruitment at the middle grades with significant locum usage, and inadequate medical staffing reported in some areas.

= No comprehensive plan in place to address the medical recruitment challenges being faced by the Trust, despite the urgency of the issue.

= Areas observed which had low levels of mandatory training.

= Strategy to address concerns in relation to poor mandatory training levels amongst clinical staff has not yet demonstrated sufficient impact.

= Lack of Trust-wide sharing of lessons learnt from clinical incidents including Serious Untoward Incidents (SUI) and never events.

= Observed weaknesses in promoting hand hygiene.
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Detailed findings

KLOE 6 and 7: In the context of this review, can the Trust describe its workforce strategy? How is the Board assured that it has the necessary workforce deployed to deliver
its quality objectives?

Good practice identified

The Chief Nurse clearly described a process of reviewing ward establishments including individual meetings with ward nurse managers to incorporate their views around optimum
levels. The process then involved engagement with the general managers. The process has been reported to the Board on two occasions this year. There is ongoing work
looking at shifts, electronic rostering (e-rostering) and calculation of appropriate ratios for qualified and non qualified nurses.

The Trust had identified a designated lead in HR to lead on nurse recruitment, as recruitment time frames are too long (up to six months). During an interview the HR lead
confirmed greater liaison with universities was required and there had been increased awareness through publications in the local media to drive recruitment.

The panel was informed that an electronic mandatory training system had been implemented earlier this year. Its purpose is to identify individual mandatory training
requirements and it was hoped that it would improve overall mandatory training rates as a result. Training records are available to view by individuals, as well as at a directorate,
department and ward level. A monthly report is issued to all managers detailing compliance with MTIS. However, managers are not yet uniformly skilled or aware of how to use
it to see which of their staff are non-compliant. The Trust has also recently developed its mandatory training policy and recruited additional staff to deliver plans to increase
mandatory training compliance. However, mandatory training levels are still low (refer to concerns over low mandatory training compliance in the table below) and the Trust is
only aiming for 75% compliance by the end of 2013.

Trainee doctors highlighted that work shadow sessions with senior clinicians were proving successful in gaining work experience. However, trainees reported that due to senior
clinicians’ workloads they were frequently cancelled. Trainees stated that they felt that the quality of teaching was good and that the senior clinicians were approachable.

A ‘critical care’ pilot scheme had been set up during the past year (2012-2013) to provide specialist advice across the Trust for staff dealing with critically ill patients and those
who have just returned from surgery.

Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium

Low nurse staffing establishments. Inadequate nurse staffing See “good practice identified” above. Close monitoring of acuity / dependence in all areas, with  Urgent

levels, quantity and skill mix to cope with clinical demand in a prompt escalation when appropriate, needs to be put into

number of areas, including A&E, MAU and medical wards as place urgently until a longer term solution is approved by

observed on the night shifts in Grimsby the Board.

There is evidence of on-going work to review ward establishments Continue to review staffing levels and skill mix and Urgent
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Priority — urgent,

Outstanding concerns including evidence

and skill mix and the Trust has already supported increases in
establishments in four wards where risks were identified (one ward
in Grimsby and three in Scunthorpe). . As the review demonstrated
that increased establishments may be required in the longer term
across almost all ward areas this needs to remain an area of
priority and regular review.

At the unannounced visit, the panel observed the following nurse
staffing arrangements which appeared inadequate given the clinical
demand and potential for it to increase on other wards which are
not included in the four mentioned above:

= The MAU was staffed only by band 5 level nurses, one of
whom had responsibility for very sick patients. Staff would
need to contact the site coordinator for support or senior
decision-making. They appeared to be struggling to cope with
the demand. The unit looked disordered and the nurse in
charge could not articulate the current level of demand and
occupancy of the ward.

= A&E was being managed by one band 6 nurse, supported by
four band 5’s.

In Grimsby, the panel was told that a theatre had been stood down
on the day of the announced visit to ensure all other theatres were
appropriately covered. This was described as being unusual and
so raised concerns over the on-going safety of staffing levels.

There was evidence that the nurse bank cannot fill all requested
shifts and despite the development of divisional pools, they
become regularly depleted as people move into permanent roles.

Low staffing levels were also reported by many staff as their main
concern regarding patient safety.

Planned improvements

Recommended action high or medium

address areas with inadequate staffing. Ensure staffing
and skill mix are appropriate to provide safe patient care in
all areas 24/7.

Identify and enroll senior nurses and ward managers on a High
leadership development programme.

Work with other Trusts to promote the sharing of ideas Medium
and to provide intellectual challenge for both managerial
and clinical staff.

In the longer term consider a network of Trusts both for Medium
service delivery and sustainability.
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Priority — urgent,

Outstanding concerns including evidence

Gaps and difficulties in recruitment at the middle grades with
significant locum usage, and inadequate medical staffing
reported in some areas

It was highlighted by numerous staff across the Trust that the
organisation has difficultly in recruiting medical staff, specifically at
the middle grades. This was having a subsequent impact on
recruiting other grades into the Trust, particularly junior doctors.

Inadequate numbers of junior doctors was a recurring theme from
discussions with them. For example on a respiratory ward which
would intermittently receive locums.

As mentioned in a previous section, out of hours and weekend
medical cover was suboptimal. At night, the FY1's look after the
wards, whilst the more senior doctors are in A&E and MAU. In
addition, there was no medical SpR at the weekend on a Saturday
(in Scunthorpe) covering the wards.

Reliance on locums was flagged as a concern from a clinician
perspective due to the variable quality and quantity of staff
available, particularly during out of hours and at weekends.

The panel also identified a need for succession planning in surgery;
where a number of surgeons are due to retire in the not too distant
future.

There is no comprehensive plan in place to address the medical
recruitment challenges being faced by the Trust, despite the
urgency of the issue.

Discussions with trainee and junior doctors highlighted that
accommodation pitched at the junior doctors, particularly at
Scunthorpe, was disproportionately expensive for the area. Staff
reported that the accommodation company had a monopoly of the
market with no comparative accommodation being cheaper.

Planned improvements

The panel noted that the Trust is
aware of the need for these actions
and that work is underway to
address them.

Recommended action high or medium

Work with the area team, other trusts, regional team and High
LETB to address wider issues regarding recruitment.

Develop a recruitment strategy which focuses on known High
and impending areas of weakness, including considering:

Involve the current staff — ask them to identify the
barriers to recruitment and how they would improve
recruitment.

Wider use of the “Medical Training Initiative”.
Accommodation needs to be part of a comprehensive
recruitment plan that supports the workforce strategy.
Consider health fairs to promote junior doctor
recruitment during training.

Consider the windfall of doctors leaving the armed
forces.
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Priority — urgent,

Outstanding concerns including evidence

Trainee doctors were facing costs of £550.00 per month to rent a
room in purpose built accommodation without wifi access. This
was one factor why many doctors training at Scunthorpe did not
find the area an attractive location to train.

Low levels of compliance with mandatory training completion

Trust-wide figures supplied for mandatory training showed overall
compliance at only 39% in March, but increasing to 51% in June.

Some staff reported difficulty in finding time to complete mandatory
training and in the A&E in Grimsby compliance with mandatory
training requirements was an estimated at only 20%.

The panel was not assured that there was a plan in place to
address concerns in relation to poor mandatory training levels for
all staff and the Medical Director did not appear to be fully
appraised of the situation within the Trust.

Use of bank and agency staff

Staff highlighted that there had been significant use of agency and
bank staff which led to a lack of consistency in ward teams and
patient care. The panel acknowledges that this decision was taken
by the Trust to balance the risk of leaving shifts uncovered, and
therefore having a greater impact on patient safety.

High levels of staff sickness

The data review performed by the panel prior to the visits indicated
that sickness levels of all types of staff were a potential concern.

This was confirmed at the visits where data was provided on long-
term sickness. Nineteen clinical staff and 33 non-clinical staff are

on long-term sick leave.

High sickness levels were also raised as a concern on a number of

Planned improvements

Lime Properties have been engaged
by the Trust to provide additional
support.

See table on “good practice” above.

See table on “good practice” above.

None identified.

Recommended action high or medium

Continue to implement the action plan to address
shortfalls in mandatory training.

High

Work with other Trusts to promote the sharing of ideas Medium
and to provide intellectual challenge for both managerial

and clinical staff.

See recommendations on staffing and recruitment above.

Conduct a review into the reasons for long and mid term Medium.
sickness. Work with Occupational Health specialists to
address specific issues noted as a concern and develop

strategies to combat known issues.
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Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium

wards, including the PACU and MAU in Grimsby.

KLOE 8: What assurance does the Board have that the organisation is safe?

Good practice identified

Joint letters issued by the Chief Nurse and Medical Director regarding the “bare below the elbows” policy. A group of panel members entering a ward in Goole and one in
Grimshby were asked to go bare below the elbows. However, a consultant in the middle of a clinic was seen not adhering to the policy.

Priority — urgent,

Outstanding concerns including evidence Planned improvements Recommended action high or medium
Lack of Trust-wide sharing of lessons learnt from clinical None noted by the panel. Spread learning from incidents more widely across the High

incidents including Serious Untoward Incidents (SUI) and organisation, so that learning is disseminated and staff are

never events encouraged to maintain a reporting culture and openness

to improvement.
Whilst incidents are reported at ward level, there is no integration
between wards or sites of ‘lessons leant’ and staff felt that the
current system was not as effective as it could be. A staff member
described an incident where there could have been important
learning for other wards if it had been shared.

Observed weaknesses in promoting hand hygiene The Director of Facilities stated that ~ Ensure that there are regular checks on alcohol gel High
due to legionella problems in the dispensers to ensure staff, patients and visitors always
= A number of the wards had empty alcohol gel dispensers at past, sinks deemed to be excess or  have sufficient means to clean their hands and be clear
the entrances. unused were removed. There are who is responsible for this.
therefore not as many sinks as there
= Many of the wards’ hand sanitisers were not easily seen and could be. This is being reviewed Improve visibility of information on when and how to clean  High
instructions of how to wash your hands were not always and sinks will be put back in along your hands to improve compliance and perception.
visible. with refurbishments taking place.
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5. Conclusions and support required

The review identified a number of areas of good practice across the Trust, including some good examples of excellent care being delivered to patients. The review also
identified a number of areas of outstanding concern across all eight key lines of enquiry which will require urgent or high priority action to address as identified in the detailed
findings section. The Trust recognises that there are steps it needs to take to address some of the concerns raised by the review. Some improvement plans are already in

place, and the panel considers that these should be expedited. The panel has also recommended actions to address areas which may not yet have been considered by the
Trust.

A number of these areas were recommended for discussion at the risk summit to consider what support may be required by the Trust to address these concerns.

Urgent and high priority actions for consideration at the risk summit

Problem identified Recommended action for discussion Support required by the Trust

1. Lack of sufficient implementation of clinical The Board needs to prioritise actions to improve quality, urgently addressing key areas To be discussed with the Trust and included in
strategies (mortality issues known to the Trust for Of high mortality (including the treatment of stroke, respiratory diseases and the risk summit action plan.
greater than twelve months) septicaemia) and other concerns.

The Trust must continue to embed the learnings from stroke care improvements in
Scunthorpe across the Trust, and facilitate thrombolysis for all stroke patients.

The Trust needs to work with the CCG to urgently address the provision of stroke
services out of hours.

It is recommended that the Trust conduct an urgent review of the out of hours stroke
services at Diana, Princess of Wales Hospital and implement recommendations,
agreed with the CCG, by the end of July 2013.

2. Inadequate clinical leadership to improve quality Ensure that implementation is lead by senior clinicians who can motivate and To be discussed with the Trust and included in
with sufficient pace implement clinical changes and secure the support of staff at all levels. the risk summit action plan.

Develop a sense of urgency and drive to implementation through making the
appropriate staff accountable.
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Problem identified Recommended action for discussion Support required by the Trust

3.

Poor management of patient flow, particularly at
the Diana, Princess of Wales Hospital

Lack of senior medical involvement out-of-hours

Lack of consistency across and within sites in the
implementation of pathways

Examples of poor standards of case notes and
clinical documentation

Interpretation of the single sex accommodation
standards which is inconsistent with interpretation
applied nationally and is compromising dignity in
certain areas

Concerns regarding hydration and feeding

Inaccessible and slow complaints process

Develop a clinically led approach to managing the acute medical pathway in To be discussed with the Trust and included in
conjunction with stakeholders. the risk summit action plan.

Urgently implement adequate triaging at the A&E interface.
Ensure that prompt hand-over can be made by ambulance staff.

Minimise patient transfers. A move needs to be discussed with clinicians to agree the

impact that it would have on clinical care.

Fast track discussions with commissioners, and the wider health economy regarding To be discussed with the Trust and included in
plans to implement a seven day service. the risk summit action plan.

Review medical cover out of hours and provide more senior cover to ensure safe
standards.

Robust performance management processes should be introduced to ensure that key To be discussed with the Trust and included in
pathways are implemented and used consistently at all sites. Clinicians must be held the risk summit action plan.
to account for the implementation of these pathways.

Handover procedures should be strengthened so that they are safe
Review processes governing the completion of clinical documentation and establish ~ TO b? diSCUSS?d Wi_th the Trust and included in
safe standards of practice. the risk summit action plan.

Perform a Trust wide review of the application of the national definitions and reporting To be discussed with the Trust and included in
of mixed sex accommodation breaches. the risk summit action plan.

Publish data on breaches to the CCG — not just for critical care, but all areas.

Training should be provided to all staff to ensure that they are familiar with the national

guidelines and definitions.

Review hydration and feeding practices across the Trust. ldentify best practice, share To be discussed with the Trust and included in
information and implement necessary reforms. the risk summit action plan.

Implement improvements to the complaints procedures with a before September 2013. To be discussed with the Trust and included in
the risk summit action plan.
Patient voice to be heard at Board level to improve engagement with patients.
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Problem identified Recommended action for discussion Support required by the Trust

10. Inadequate staffing levels, quality and skill mix in Continue to review nurse staffing levels and skill mix and address areas with To be discussed with the Trust and included in
a number of areas. Gaps and difficulties in inadequate staffing. Ensure staffing and skill mix are appropriate to provide safe the risk summit action plan.
recruitment patient care in all areas 24/7.

Close monitoring of acuity / dependence in all areas, with prompt escalation when
appropriate, needs to be put into place urgently until a longer term solution is approved
by the Board.

Develop a recruitment strategy which focuses on known and impending areas of
weakness.

Work with the area team, other trusts, regional team and LETB to address wider issues
regarding recruitment.
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Appendix I: SHMI and HSMR definitions

HSMR definition

What is the Hospital Standardised Mortality Ratio?

The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures whether the mortality rate at a hospital is higher or lower than you would
expect. Like all statistical indicators, HSMR is not perfect. If a hospital has a high HSMR, it cannot be said for certain that this reflects failings in the care provided by the
hospital. However, it can be a warning sign that things are going wrong.

How does HSMR work?

The HSMR is a ratio of the observed number of in-hospital deaths at the end of a continuous inpatient spell to the expected number of in-hospital deaths (multiplied by 100)
for 56 specific groups (CCS groups); in a specified patient group. The expected deaths are calculated from logistic regression models taking into account and adjusting for a
case-mix of: age band, sex, deprivation, interaction between age band and co-morbidities, month of admission, admission method, source of admission, the presence of
palliative care, number of previous emergency admissions and financial year of discharge.

How should HSMR be interpreted?

Care is needed in interpreting these results. Although a score of 100 indicates that the observed number of deaths matched the expected number; in order to identify if
variation from this is significant confidence intervals are calculated. A Poisson distribution model is used to calculate 95% and 99.9% confidence intervals and only when
these have been crossed is performance classed as higher or lower than expected.

SHMI definition

What is the Summary Hospital-level Mortality Indicator?

The Summary level Hospital Mortality Indicator (SHMI) is a high level hospital mortality indicator that is published by the Department of Health on a quarterly basis. The SHMI
follows a similar principle to the general standardised mortality ratio; a measure based upon a nationally expected value. SHMI can be used as a potential smoke alarm for
potential deviations away from regular practice.

How does SHMI work?
1) Deaths up to 30 days post acute trust discharge are considered in the mortality indicator, utilising ONS data
2) The SHMI is the ratio of the Observed number of deaths in a Trust vs. Expected number of deaths over a period of time

3) The Indicator will utilise 5 factors to adjust mortality rates by

a. The primary admitting diagnosis

b. The type of admission

c. A calculation of co-morbid complexity (Charlson Index of co-morbidities)
d. Age

e. Sex
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4) All inpatient mortalities that occur within a Hospital are considered in the indicator

How should SHMI be interpreted?

NHS

Due to the complexities of hospital care and the high variation in the statistical models all deviations from the expected are highlighted using a Random Effects funnel plot

Some key differences between SHMI and HSMR

Indicator

HSMR

SHMI

Are all hospital deaths included?

When a patient dies how many times is this counted?

Does the use of the palliative care code reduce the
relative impact of a death on the indicator?
Does the indicator consider where deaths occur?

Is this applied to all health care providers?

No, around 80% of in hospital deaths are included,
which varies significantly dependent upon the
services provided by each hospital

If a patient is transferred between hospitals within 2
days the death is counted multiple times

Yes

Only considers in hospital deaths

Yes

Yes all deaths are included

1 death is counted once, and if the patient is
transferred the death is attached to the last
acute/secondary care provider

No

Considers in hospital deaths but also those up to 30
days post discharge anywhere too.
No, does not apply to specialist hospitals
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Appendix II: Panel composition

Panel role Name

Panel Chair Mike Bewick
Senior Regional Support Jane Dunning
Senior Regional Support Tim Savage
Patient / Public (Lay) Representative Anne Crick
Patient / Public (Lay) Representative Maggie Whitlock
Patient / Public (Lay) Representative Olga Janssen
Patient / Public (Lay) Representative Jenny Shepherd
Patient / Public (Lay) Representative Madeleine Wang
Junior Doctor Bethan Graf
Doctor Sion Barnard
Doctor Andrew Burtenshaw
Doctor Bill Cunliffe

Doctor Rowena Hitchcock
Student Nurse Charlotte Johnson
Senior Nurse Christine Pearson
Board Level Nurse Jill Byrne

Board Level Nurse Julie Smith

Care Quality Commission Representative Nick Allen

Local Area Team Observer Jo Coombs





Panel role Name

Local Area Team Observer
Clinical Commissioning Group Observer
Clinical Commissioning Group Observer

Clinical Commissioning Group Observer

Paul Twomey
Hilary Gledhill
Karen Rhodes

Helen Kenyon
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Appendix lll: Interviews held on announced visit

Chairman (Dr Jim Whittingham) and Chief Executive (Karen Jackson) 5 June
Director of Clinical and Quality Assurance / Trust Secretary (Wendy Booth) 5 June
Director of Therapeutics and Diagnostics (Pete Wisher) and Deputy (Karen Griffiths) 5 June
Medical Director (Dr Liz Scott) 5 June
Chief Nurse (Dr Karen Dunderdale) 5and 7 June
Director of Operations (Angie Smithson) 5and 7 June
Clinical Director of Medicine (Dr Larissa Woosnam) 5 June
Deputy Director of OD and Workforce (Jane Heaton), Assistant Director of OD and Workforce — HR Strategy and OD (Simon Dunn), Head of Education, 6 June
Training and Development (Harriet Stephens) and Head of Communications and Marketing (Sarah Mainprize)

Deputy Chief Nurse (Tara Filby), Complaints and Legal Services (Sarah Davy) and Director of Clinical and Quality Assurance (Wendy Booth) 6 June
Deputy Director of Clinical and Quality Assurance and Assistant Trust Secretary (Head of Quality) (Kathryn Helley) 6 June
Deputy Chairman and Senior Independent Director (Neil Gammon) 6 June
Non-Executive Director (Alan Bell) 6 June
Non-Executive Director (Philip Jackson) 6 June
Non-Executive Director (Stan Shreeve) — due to annual leave, this interview did not take place. 6 June
Governors — no staff Governor was present. The panel spoke to Governors at listening events and a focus group 6 June
Clinical Director of Medicine (Dr Beer) 7 June
Director of Facilities (Nigel Myhill) 7 June
Director of Finance (Mike Rocke), Assistant Director of Finance, Planning and Performance (Pam Clipson) and Deputy Director of Finance (Marcus 7 June
Hassall)
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Appendix IV: Observations undertaken

Ward C1 and C2 — General medicine 5 June
Theatres (Grimsby) 5 June
ITU (Grimsby) 5 June
Ward C5 — Elderly medicine (Grimsby) 5 June
Ward C6 — Gastroenterology (Grimsby) 5 June
Medical Assessment Unit (Grimsby) 5 June
Accident and Emergency (Grimsby) 5 June
Stroke Ward (Grimshy) 5 June
Ward 16 — General medicine (Scunthorpe) 6 June
Ward 22 — General medicine (Scunthorpe) 6 June
Ward 23 — General medicine (Scunthorpe) 6 June
Ward 17 — Diabetes (Scunthorpe) 6 June
Ward 24 — Diabetes (Scunthorpe) 6 June
Accident and Emergency (Scunthorpe) 6 June
Medical Assessment Unit (Scunthorpe) 6 June
Stroke Unit (Scunthorpe) 6 June
Ward 25 — General surgery (Scunthorpe) 6 June

Disney, NICU — Paediatrics & Adolescents (Scunthorpe) 6 June










Appendix V: Focus groups held

Focus group invitees Date held

Mixed Group (Grimsby)

Dementia Focus Group (Grimsby)

Mixed Group (Scunthorpe)

Medical Students and FY1's (Scunthorpe)
Mixed Group (Goole)

Health Care Assistants (Scunthorpe)

Band 5 Nurses (Scunthorpe)

5 June
5 June
6 June
6 June
7 June
7 June

7 June
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Appendix VI. Information made available to the RRR panel by the Trust

10.

13.

16.

19.

22.

25.

28.

31.

34.

37.

40.

1.1 - Quality Strategy.pdf
1.4 - Mortality Action Plan - 22 Mar 13.pdf
1.7 - OD and Workforce Strategy.pdf

11.1 - Compliance Report March 13.pdf

12.3 - Business Financial Framework 201314.pdf

12.6 - FPM003 Annual Planning and Self Certification
Protocol.pdf

13.11 - 023 - C Sherlaw-Johnson.pdf

13.14 - 046 - C Sherlaw-Johnson Covering Letter.pdf

13.17 - 046 - C Sherlaw-Johnson Enc - Appendix 2 -

Mortality Task Group TOR.pdf

13.2 - 268 - C Sherlaw-Johnson - Encl QPEC Stroke
update.pdf

13.22 - 080 - C Sherlaw-Johnson - Enclosure - Report re
Acute Bronchitis.pdf

13.25 - 080 - C Sherlaw-Johnson - Appendix 3 Specialty
review template Respiratory.pdf

13.28 - 080 - C Sherlaw-Johnson - Appendix 6 Respiratory
Nursing Audit Tool.pdf

13.4 - 350 - C Sherlaw-Johnson.pdf

11.

14.

17.

20.

23.

26.

29.

32.

35.

38.

41.

Documents made available before the visit
1.2 - Patient Experience Strategy.pdf
1.5 - Risk Management Strategy.pdf
10.1 - Mortality Action Plan - 22 Mar 13x.pdf

12.1 - Annual Plan.pdf

12.4 - SGH Briefing Document.pdf

13.1 - 268 - C Sherlaw-Johnson.pdf

13.12 - 023 - C Sherlaw-Johnson Encl Letter.pdf

13.15 - 046 - C Sherlaw-Johnson Enc - Report.pdf

13.18 - 046 - C Sherlaw-Johnson Enc - Appendix 3 -

Mortality Triggers Feb 13.pdf

13.20 - 046 - C Sherlaw-Johnson Enc - Appendix 5
Information Services Data.pdf

13.23 - 080 - C Sherlaw-Johnson - Appendix 1 CQC Reply
Letter Acute Bronchitis.pdf

13.26 - 080 - C Sherlaw-Johnson - Appendix 4 Speciality
review template Heart Failure.pdf

13.29 - 080 - C Sherlaw-Johnson - Appendix 7 SALT
Trigger Tool.pdf

13.5 - 350 - C Sherlaw-Johnson Enc1l.pdf

12.

il5.

18.

21.

24,

27.

30.

33.

36.

39.

42.

1.3 - Quality Strategy Delivery Plan.pdf

1.6 - Chief Nurse Strategy.pdf

10.2 - Mortality Accountability Assurance Structure.pdf
12.2 - Annual Plan Declarations Self Certifications Final
Updated May 2012 Version Updated following Board
Event.pdf

12.5 - DPOW Briefing Document.pdf

13.10 - Sherlaw-Johnson, C 070113.pdf

13.13 - 023 - C Sherlaw-Johnson Enc 2 NLAG Review

Report.xlsx

13.16 - 046 - C Sherlaw-Johnson Enc - Appendix 1 -
Mortality Report Jan 13.pdf

13.19 - 046 - C Sherlaw-Johnson Enc - Appendix 4 Trigger
Tool Mortality Dashboard.pdf

13.21 - 080 - C Sherlaw-Johnson - Covering Letter.pdf
13.24 - 080 - C Sherlaw-Johnson - Appendix 2 Speciality
review template Stroke.pdf

13.27 - 080 - C Sherlaw-Johnson - Appendix 5 Nursing
Trigger Tool.pdf

13.3 - 268 - C Sherlaw-Johnson - Enc2 Stroke Mortality
Data.pdf

13.6 - 350 - C Sherlaw-Johnson Enc2.pdf
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43.

46.

49.

52.

55.

58.

61.

64.

67.

70.

73.

76.

79.

82.

85.

88.

91.

94.

13.7 - 350 - C Sherlaw-Johnson Enc3.pdf

14.1 - External Review by North Tees and Hartlepool.pdf

14.12 - Transforming Health Report.pdf

14.3 - Stroke Accreditation Paper 2.xIsx

14.6 - Enter & View Action Plan Nutritionx.pdf

14.9 - Dunderdale Karen - DPoW - Thanks - 15-03-2013 -
Jo Coombs.pdf

2.1 - TAF Report June 2012.pdf

2.4 - TAF Report March 2013.pdf

2.7 - Risk Register Report December 2012.pdf
3.2 - Forward Programme 2012-13.pdf

3.5 -Quality and Audit Report - May 2012.pdf

3.8 - Quality and Audit Report - March 2013.pdf

4.3 - CIP Monitor.pdf

6.1 - CEO Structure as at March 2013.pdf

6.12 -
Fit_for_the_Future_Consultation_Paper_Response.pdf

6.4 - JD - Director Diagnostics.pdf

6.7 - JD - Director of Finance.pdf

7.1 - Mortality Performance Committee Terms of
Reference.pdf

44,

47.

50.

53.

56.

59.

62.

65.

68.

71.

74.

77.

80.

83.

86.

89.

92.

95.

13.8 - 350 - C Sherlaw-Johnson Enc4.xIsx

14.10 - KPMG self certification report - 17 May 2012
final.pdf

14.13 - SHMI Analysis Boston Consultancy Group.pdf

14.4 - 4.3 Nutrition report - published Feb 2013.pdf

14.7 - Enter View Action Plan Dignity and Respectx.pdf

15.1 - Unplanned Care Tender.pdf

2.2 - TAF Report September 2012.pdf

2.5 - Risk Register Report June 2012.pdf

2.8 - Risk Register Report March 2013.pdf

3.3 - Quality & Audit Forward Programme.pdf
3.6 - Quality and Audit Report - August 2012.pdf

4.1 - APR Strategic Plan.pdf

4.4 - Rhodes Kenyon Letter Apr 2013.pdf

6.10 - JD - Medical Director-Deputy Chief Exec.pdf

6.2 - JD - CEO 2010 (Tribal).pdf

6.5 - JD - Director of Clinical and Clinical & Quality
Assurance.pdf

6.8 - JD - Director of OD Workforce.pdf

7.2 - Mortality Task Group Terms of Reference.pdf

45,

48.

51.

54.

57.

60.

63.

66.

69.

72.

75.

78.

81.

84.

87.

90.

93.

96.

13.9 - 350 - C Sherlaw-Johnson Enc5.pdf

14.11 - NLG(13)102 KPMG Action Plan Update.pdf

14.2 - Stroke Accreditation Paper 1.pdf

14.5 - 4.4 Enter and View - Dignity and respect published
report Feb13.pdf

14.8 - Jo Coombs' Document.pdf

15.2 - NEL_Vision_response Final.pdf

2.3 - TAF Report January 2013.pdf

2.6 - Risk Register Report September 2012.pdf

3.1 - Quality and Audit Strategy 2012 to 2015.pdf
3.4 - CA Annual Report 1112.pdf

3.7 - Quality and Audit Report - December 2012.pdf

4.2 - Cost Improvement Assurance Process March
2013.pdf

5.1 - Monitor Quality Governance Framework Gap Analysis
- Final Action Plan.pdf

6.11 - Fit_for_the_Future_Consultation_Paper_revised.pdf

6.3 - JD - Chief Nurse.pdf

6.6 - JD - Director of Facilities.pdf

6.9 - JD - Director of Operations.pdf

7.3 - QPEC Terms of Reference.pdf
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97.

100.

108.

106.

109.

112.

115.

118.

121.

124.

127.

130.

133.

136.

139.

142.

145.

148.

7.4 - Trust Governance & Assurance Committee Terms of
Reference.pdf

8.1 - A - Part A Agenda 29Jan2013.pdf

8.12 - NLG(13)035 - Minutes Part A January 2013.pdf

8.15 - NLG(13)043 - Progress on External Reviews.pdf

8.18 - NLG(13)052 - A-E Performance Action Plan.pdf

8.20 - NLG(13)064 - Francis Inquiry - Immediate Actions-
Leads.pdf

8.23 - NLG(13)072 - PART A MINUTES - 26.02.13.pdf
8.26 - NLG(13)077 - Monthly Quality Report.pdf

8.29 - NLG(13)080 - Monthly Mortality Report.pdf

8.31 - NLG(13)084 - Patient Moves Audit.pdf
8.5 - NLG(13)004 - Liverpool Care Pathway Report.pdf

8.8 - NLG(13)014 - Director Visits Quarter 3 Report.pdf

9.10 - 1 Agenda QPEC.pdf
9.13 - 4.3 - Pressure Ulcer RCA Action Plan.pdf

9.16 - 5.2 Qtr3 Internal CQUIN Report 1213.pdf

9.19 - 5.5 External Auditor Action Plan - 23rd Jan 2013.pdf
9.21 - 2 QPEC March Minutes - Part A.pdf

9.24 - 3.2 Directorate of Clinical and Quality Assurance
Structure Complaints.pdf

98.

101.

104.

107.

110.

113.

116.

119.

122.

125.

128.

131.

134.

137.

140.

143.

146.

149.

7.5 - Board Sub Committees Matrix.pdf

8.10 - Part A Agenda 260213 KT.pdf

8.13 - NLG(13)036 - CEO Monthly Update, January
2013.pdf

8.16 - NLG(13)044 - Monthly Mortality Report - January
2013.pdf

8.19 - NLG(13)063 - Part B Minutes - 29 January 2013.pdf

8.21 - Part A Agenda - 26.03.13.pdf

8.24 - NLG(13)073 - Francis Inquiry Update.pdf
8.27 - NLG(13)078 - MPC ToR v1.pdf

8.3 - NLG(13)002 - Previous A Minutes (December
2012).pdf

8.32 - NLG(13)104 - PART B MINUTES - 26.02.13.pdf
8.6 - NLG(13)006 - Mortality Report.pdf

8.9 - NLG(13)028 - Previous B Minutes (December
2012).pdf

9.11 - 2 February Part A Mins.pdf
9.14 - 4.4 - Falls Group RCA AcCtion Plan.pdf

9.17 - 5.3 Qtr 3 Ward review Results summary October -
December 2012.pdf

9.2 - Item 3a -MTG ToR final.pdf
9.22 - 2 QPEC March Minutes - Part B.pdf

9.25 - 3.3 Draft Quality Priorities.pdf

99.

102.

105.

108.

111.

114.

117.

120.

123.

126.

129.

132.

135.

138.

141.

144.

147.

150.

7.6 - Sub Committees Reporting Schedule
(NLG(12)283).pdf

8.11 - Part B Agenda 260213 KT.pdf

8.14 - NLG(13)042 - Mortality Action Plan and CEO Action
Plan.pdf

8.17 - NLG(13)045 - Monthly Quality Report - January
2013.pdf

8.2 - B - Part B Agenda 29Jan2013.pdf

8.22 - Part B Agenda - 26.03.13.pdf

8.25 - NLG(13)074 - CEO March Briefing.pdf
8.28 - NLG(13)079 - Mortality Action Plan.pdf

8.30 - NLG(13)083 - Safe Nurse Staffing.pdf

8.4 - NLG(13)003 - CEO Monthly Update.pdf
8.7 - NLG(13)007 - Quality Report.pdf

9.1 - Agenda - Mortality Task Group 12-02-2013.pdf

9.12 - 2 February Part B Mins.pdf
9.15 - 5.1 QPEC Stroke update Feb 13.pdf

9.18 - 5.4 Patient experience quarterly report Jan 2013.pdf

9.20 - 1 Agenda QPEC.pdf
9.23 - 3 3 Draft Quality Priorities.pdf

9.26 - 4.3 - Pressure Ulcer RCA Action Plan.pdf
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151.

154.

157.

160.

163.

166.

169.

172.

175.

178.

181.

184.

187.

190.

193.

196.

199.

9.27 - 4.4 - Falls Group RCA AcCtion Plan.pdf

9.3 - Item 3c - Trigger Tool Mortality DASHBOARD V 6.0 -
Refresh 04 Feb 13.pdf

9.32 - 7.4 External Auditor Action Plan - 23rd Jan 2013.pdf

9.35 - Trust Governance Committee Minutes 16 January
2013.pdf

9.38 - Trust Governance Committee Minutes 13 March
2013.pdf

9.5 - Mortality Task Group Meeting Minutes 12-02-
2013.pdf

9.8 - 3 Mortality Strategy and Action Plan.pdf

01.02.2013NEWSdocumentationSM.doc

02.19.13 BurnsTeleMed.doc

03.20.13 BlueSkylmagingOpening.doc

04.11.13 WomanRegainsSightAfter35YearsLW,CG.doc
10.2 - Mortality Accountability Assurance Structure.pdf
2.1 - TAF Report June 2012.pdf

2.4 - TAF Report March 2013.pdf

2.6 - Risk Register Report September 2012.pdf
2013-05-31Action Plan Update.pdf

23.12 Action Plan in Response to ECC Whistleblowing
Investigation.pdf

152.

155.

158.

161.

164.

167.

170.

173.

176.

179.

182.

185.

188.

191.

194.

197.

200.

9.28 - 5 1 - QPEC Stroke update March 13.pdf

9.30 - 7.2 Qtr 3 Ward review Results summary October -
December 2012.pdf

9.33 - Highlight report March QPEC PART A.pdf

9.36 - 1 Agenda Trust Governance Committee - 13 March
2013.pdf

9.39 - Action Log from weekly mortality meeting VV26.pdf

9.6 - 1 - MPC Agenda - 19.03.13.pdf

9.9 - MPC Minutes - 19.03.13 draft v1.pdf

Documents made available during the visit
01.10.13HydrantSystemOnTrialSM.doc
03.06.13 ImprovementsToNursingCare.doc
03.28.13 FNPServiceHelpsYoungFamilies.doc
04.30.13 TrainingToTackleMortalityRates.doc
11 26 12 - SCC Ward Dept Managers Meeting Notes.doc
2.2 - TAF Report September 2012.pdf

2.1 Care of Woman in Labour - Exec Summary - June
13.docx

2.7 - Risk Register Report December 2012.pdf
2013-05-31Letter to Commissioners Goole SUI.pdf

23.13 ECC Whistleblowing Initial Investigation Report.pdf

153.

156.

159.

162.

165.

168.

171.

174.

177.

180.

183.

186.

189.

192.

195.

198.

201.

9.29 - 5.2 Qtr3 Internal CQUIN Report 1213.pdf

9.31 - 7.3 Patient experience quarterly report Jan 2013.pdf

9.34 - 1 Agenda Trust Governance Committee - 16
January 2013.pdf

9.37 - 3.6 Francis Inquiry Il.pdf

9.4 - Item 6 - Actions Log.pdf

9.7 - 2 - MPC ToR v1.pdf

02.07.13 EnhancedRecoveryLW.doc
03.18.13 WorkStartsOnMaternityServices.doc
04.10.13 15StepChallengeLW.doc
05.20.13DementiaAwarenessCG.doc

13.9 OD and Workforce Strategy.pdf

2.3 - TAF Report January 2013.pdf

2.5 - Risk Register Report June 2012.pdf

2.8 - Risk Register Report March 2013.pdf
23.14 ECC Whistleblowing Investigational Final Report.pdf

2nd Rev Results Patient Moves.docx
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202.

205.

208.

211.

214.

217.

220.

223.

226.

229.

232.

235.

238.

241.

244,

247.

250.

DC form Patient Moves 2012.doc
Diagnostics and Therapeutics Learning Lessons
Newsletter April 2013.doc

35.1 Duty Rotas.pdf

35.5 An Audience with K Jackson 170413.pdf

35.7 Copy of Review of Workforce Recommendations

May 13.xIsx

4.1 Booking Appointments - Exec Summary - 01 May
13.docx

Action Plan - Complaints May 2013.pdf
Antibacterial Body Wash for All - v1.3 - 11 Oct 2011.pdf
Appendix 3a NLAG SHMI Overview 20.5.13.pdf

Appendix 5 Updated Safety Thermometer Data for
Pressure Ulcersx.pdf

Appendix 7b DPOW - Monthly Hip Fracture Report - April
2013x.pdf

CA GAP Analysis Aprl3.doc

Chief Nurse Strategy Poster.pdf

CNS posts Medicine Group.docx

Corporate Library Services Newsletter 14.pdf
Dashboard - Ward 16 SGH.doc

DPoW Paed Dept Minutes - 03 05 13 evidence of
action.docx

203.

206.

209.

212.

215.

218.

221.

224.

227.

230.

233.

236.

239.

242.

245.

248.

251.

31.6 Diagnostics and Therapeutics Learning Lessons
Newsletter February 2013 (2).pdf

31.6 Stroke Unit Newsletter.pdf

35.3 Staff Survey Key Points Action Plan 2013 (sd
310513) 2.pdf

35.6 NLG(13)083 - Safe Nurse Staffing.pdf

37.16 Policy and Procedure for the Management of
Complaints, Concerns, Comments and Compliments.pdf

7.11 Standards for the Production of Local Level ‘Learning
Lessons' Newsletters.pdf

Agency.odt — Agency Nurses used

Appendix 1b BedOccupancy Report.pdf

Appendix 3b Timeline of interventions 31.5.13x.pdf
Appendix 6 NHFD Supplement 2012.pdf

beds.pdf - The number of beds at Northern Lincolnshire
and Goole Hospitals

Cardiac arrest Data from Switchboard calls SGH-GOOLE
summary.doc

Chief.Nurse structure 2013.pdf
Community Services Staff Numbers.docx
CQC Action Plan (2).pdf

Dashboard - Medicine Group DPOW.doc

Dr Ali job plan.pdf

204.

207.

210.

213.

216.

219.

222.

225.

228.

231.

234.

237.

240.

243.

246.

249.

252.

31.6 Diagnostics and Therapeutics Learning Lessons
Newsletter April 2013.pdf

31.6 Surgery.Critical.Care.Newsletter.lss.02.pdf

35.3 Staff Survey Key Points Action Plan 2013 (sd
310513).pdf

35.7 Medical Staffing Review May 2013 Advanced Draft
with raw datax.pdf

37.17 Nutrition and Hydration Care Pathway Draft 4x.pdf

A&E GP stats 18th March - 26th April.xIsx

Bank Staff.odt — Bank Nurses used
BedOccupancy1314.pdf
Appendix 4 PHSO Visit Reportx.pdf

Appendix 7a SGH - Monthly Hip Fracture Report - April
2013x.pdf

CA Assurance Paper for Self Cert Mtg.docx

Cardiac Arrest calls Dpow hospital NLAG.doc

Childrens Gov mins 17 05 13.docm

Copy of Long Term Sick - 6 6 13 - Numbers.xlIsx
Dashboard - Trustwide.doc

DoOps Structure names - Final.pdf

Dr Ardhalapudi job plan.pdf
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253.

256.

259.

262.

265.

268.

271.

274.

277.

280.

283.

286.

289.

292.

205.

298.

301.

304.

Dr Chan Job Plan 2013.doc
Dr A Elmalti Job Plan Apr 2013.docx
Dr Yasso Job Plan Oct 2012.docx

Dr List DPoW.pdf

GuideToYourV3eDAR.pdf
PresentationSummary.pdf

IC Annual Programme 2012-13 - v1.0 - 18 Apr 2012.pdf

IFP-0616 Tell us what you think leaflet.pdf

Learning Lessons - Current Mechanisms and Future
Arrangements.pdf

Learning Lessons 36.pdf

Learning Lessons Review Group Action Notes - 19 March
2013.doc

Marsden Procedure Guideline 10.9 Trach Dressing
Change.mht

Mat doc & Standard 2 action plan - Dec 12.docx
Media Performance 13-14.xlIsx

Memo to Pre Assessment Nurses across the Trust.docx

Newsletter.WC.Quarter.3.2012-2013.pdf

NlagStoryList.xlsx

NLG(12)269 Director Visits Quarter 2 Report.pdf

254.

257.

260.

263.

266.

269.

272.

275.

278.

281.

284.

287.

290.

293.

296.

299.

302.

3065.

Dr Bain job plan.pdf
WAC Sewell Job Plan 2013 (final).doc
Dr Singh Job Plan Jul 2012.docx

Dr List SGH.pdf

QualitylndicatorsAndOutcomes.pdf
DataAppendix.pdf

IC Annual Programme 2012-13 Progress Report - 27 May
2013.pdf

Incident Reporting - Fact Sheet 2013.pdf

Learning Lessons 34.pdf

Learning Lessons 37.pdf

Learning Lessons Review Group Action Notes - 13
November 2012.doc

Marsdent Procedure Guideline 10.10 Trach Suctioning a
patient.mht

Media Enquiries 12-13.xIsx
MediaPerformance 12-13.xlsx

MRSA Policy - V2.4 - 20 May 2013.pdf

NLAG Trust IC Delivery Plan HCAI 2012-2013 - v1.1b - 11
Jul 2012.pdf

NLG(13)014 Director Visits Quarter 3 Report.pdf

NLG(12)216 Director Visit Feedback Form - Board

255.

258.

261.

264.

267.

270.

273.

276.

279.

282.

285.

288.

291.

294.

297.

300.

303.

306.

Dr Naqvi job plab.pdf
Dr Dawood Job Plan Aug 2012.docx
DPOW Apr 2013.pdf

Grimsby hospital in jobs drive to fill 77 vacancies
Scunthorpe.docx

CaseMixSummary.pdf
DataAppendix.csv

IC Annual Report_2011-12.pdf

Learning Lessons - Action Plan - May 2013.pdf

Learning Lessons 35.pdf

Learning Lessons Review Group Action Notes - 15 Jan
2013.doc

Marsden Procedure Guideline 10.12 Trach Tube
Change.mht

Marsden Procedure Guideline 10.11 Trach Inner Cannula
Change.mht

Media Enquiries 13-14.xIsx
Membership Sub-Committees updated march 2013.doc

NED Challenge Sub Committee Chair Roles as at
November 2012.docx

NLAG Trust IC Delivery Plan HCAI 2012-2013
PROGRESS REPORT - v2 - 27 May 2013.pdf

NLG(13)141 Director Visits Quarter 4 Reportx.pdf
NLG(13)039 Initial Gap Analysis and Draft Action Plan
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307.

310.

313.

316.

3109.

322.

325.

328.

331.

334.

337.

340.

343.

346.

349.

352.

3565.

358.

361.

NLG(13)073 Francis Inquiry Update.pdf
nursing rota mau.c3 wc.29.04.13.pdf

MAU 290413-050513.xlsx

work rota medical ward admissions 2904-0605.pdf

1314 Cancelled Ops Report Current.xlsx
Psychology Review - for Keogh (June 2013).doc
rota ward 16 wc 03 dec 2012.pdf

rota ward 16 wc 04 march 2013.pdf

rota ward 17 wc 01 april 2013.pdf

rota ward 17 wc 04 feb 2013.pdf

rota ward 17 wc 31 dec 2012.pdf

rota ward 24 wc 03 june 2013.pdf

rota ward 24 wc 29 april 2013.pdf

rota ward stepping stones wc 03 dec 2012.pdf
rota ward stepping stones wc 04 march 2013.pdf
Safe and Sound Handout FINAL.pdf

Safe and sound screen saver.jpg

Safe & Sound sessions held and number of
attendees.docx

right test right diagnosis.jpg

308.

311.

314.

317.

320.

323.

326.

320.

332.

335.

338.

341.

344.

347.

350.

353.

356.

359.

362.

Template.pdf

NLG(13)167 - Monthly Mortality Report.pdf
nursing rota c6 wc. 29.04.13.pdf

doctor AMU 29 Apr.xlsx

work rota medical ward C6 2904-0605.pdf
PALS On the Spot Help A3 Poster.pdf

Risks as at 04June2013.xIsx

rota ward 16 wc 03 june 2013.pdf

rota ward 16 wc 29 april 2013.pdf

rota ward 17 wc 03 dec 2012.pdf

rota ward 17 wc 04 march 2013.pdf

rota ward 24 wc 01 april 2013.pdf

rota ward 24 wc 04 feb 2013.pdf

rota ward 24 wc 31 dec 2012.pdf

rota ward stepping stones wc 03 june 2013.pdf
rota ward stepping stones wc 29 aprill 2013.pdf
Safe and Sound Poster A3[1].pdf

20.3 Safe And Sound Comms Planx.pdf

Safe Sound Mortality Information Series Presentation
v5.pptx

Safe and sound roadshow screen saver.jpg

3009.

312.

315.

318.

321.

324.

327.

330.

333.

336.

339.

342.

345.

348.

351.

354.

357.

360.

363.

Francis Il.pdf

NLG(13)173 Francis Inquiry Il Trust Response to DOH.pdf
nursing rota mau sgh wc.29.04.13.pdf

doctor AMU rota 8 April.xIsx

Operations Cancelled Day Before TCI - Apr-May 13.xIsx
Patient menu.pdf

rota ward 16 wc 01 april 2013.pdf

rota ward 16 wc 04 feb 2013.pdf

rota ward 16 wc 31 dec 2012.pdf

rota ward 17 wc 03 june 2013.pdf

rota ward 17 wc 29 april 2013.pdf

rota ward 24 wc 03 dec 2012.pdf

rota ward 24 wc 04 march 2013.pdf

rota ward stepping stones wc 01 april 2013.pdf

rota ward stepping stones wc 04 feb 2013.pdf

rota ward stepping stones wc 31 dec 2012.pdf

Safe and Sound PosterRound2 A3.pdf

20.2 Powerpoint Presentation used at the Safet and
Sound Session.pdf

Safe and sound screen saver_2.jpg
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Appendix VII: Unannounced site visit

Entry into Accident and Emergency and announcement of arrival to site manager

Observations undertaken of the following:

e Accident and Emergency

e Medical Assessment Unit (MAU) and High Dependency Unit (HDU)
e Medical wards

e Theatres

e Intensive Treatment Unit (ITU)

e Maternity unit

Discussions held with staff on the wards, including the site manager
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1. Overview

A risk summit was held on 5 July 2013 to discuss the findings and actions of the Rapid Responsive Review (RRR) of Northern Lincolnshire and Goole Hospitals NHS
Foundation Trust (“the Trust”). This report provides a summary of the risk summit including the Trust’s response to the findings and an action plan for the urgent priority
actions from the RRR discussed at the risk summit. The action plan includes any agreed support required from health organisations, including the regulatory bodies.

Overview of review process
On 6 February 2013 the Prime Minister asked Professor Sir Bruce Keogh, NHS England Medical Director, to review the quality of the care and treatment being provided by

those hospital trusts in England that have been persistent outliers on mortality statistics. The 14 NHS trusts which fall within the scope of this review were selected on the
basis thai[ they have been outliers for the last two consecutive years on either the Summary Hospital Mortality Indicator (SHMI) or the Hospital Standardised Mortality Ratio

(HSMR) .

These two measures are intended to be used in the context of this review as a ‘smoke alarm’ for identifying potential problems affecting the quality of patient care and
treatment at the trusts which warrant further review. It was intended that these measures should not be reviewed in isolation and no judgements were made at the start of the
review about the actual quality of care being provided to patients at the trusts.

Key principles of the review

The review process applied to all 14 NHS trusts was designed to embed the following principles:

1) Patient and public participation — these individuals have a key role and worked in partnership with clinicians on the reviewing panel. The panel sought the views of the
patients in each of the hospitals, and this is reflected in the reports. The panel also considered independent feedback from stakeholders related to the Trust, received
through the Keogh review website. These themes have been reflected in the reports.

2) Listening to the views of staff — staff were supported to provide frank and honest opinions about the quality of care provided to hospital patients.
3) Openness and transparency — all possible information and intelligence relating to the review and individual investigations will be publicly available.

4) Cooperation between organisations — each review was built around strong cooperation between different organisations that make up the health system, placing the
interests of patients first at all times.

1
Definitions of SHMI and HSMR are included at Appendix | of the full Rapid Responsive Review report published here http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx
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The review process was designed by a team of clinicians and other key stakeholders identified by NHS England, based on the NHS National Quality Board guidance on rapid
responsive reviews and risk summits. The process was designed to:

Terms of reference of the review

e Determine whether there are any sustained failings in the quality of care and treatment being provided to patients at these Trusts.
e Identify:

i. Whether existing action by these Trusts to improve quality is adequate and whether any additional steps should be taken.
ii. Any additional external support that should be made available to these Trusts to help them improve.
iii. Any areas that may require regulatory action in order to protect patients.

The review followed a three stage process:
e Stage 1 - Information gathering and analysis

This stage used information and data held across the NHS and other public bodies to prepare analysis in relation to clinical quality and outcomes as well as patient and staff
views and feedback. The indicators for each trust were compared to appropriate benchmarks to identify any outliers for further investigation in the rapid responsive review
stage as Key Lines of Enquiry (KLOES). The data pack for the Trust is published at http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx.

e Stage 2 — Rapid Responsive Review (RRR)

A team of experienced clinicians, patients, managers and regulators, following training, visited each of the 14 hospitals and observed the hospital in action. This involved
walking the wards and interviewing patients, trainees, staff and the senior executive team. This report contains a summary of the findings from this stage of the review in
section 2.

The three day announced RRR visit took place at the Trust’s three sites (Diana, Princess of Wales Hospital in Grimsby, Scunthorpe General Hospital in Scunthorpe and
Goole and District Hospital in Goole) on Wednesday 5, Thursday 6, and Friday 7 June 2013. The unannounced visit was held on the evening of Friday 14 June 2013 in
Grimshy. A variety of methods were used to investigate the Key Lines of Enquiry (KLOES) and enable the panel to analyse evidence from multiple sources and follow up on
any trends identified in the Trust’s data pack. The KLOEs and methods of investigation are documented in the RRR report for Northern Lincolnshire and Goole Hospitals
NHS Foundation Trust. A full copy of the report was published 16 July 2013 and is available online: http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-

reports.aspx

Stage 3 — Risk summit

This stage brought together a separate group of experts from across health organisations, including the regulatory bodies ([lease see Appendix | for a list of attendees). The
risk summit considered the report from the RRR, alongside other hard and soft intelligence, in order to make judgements about the quality of care being provided and agree
any necessary actions, including offers of support to the hospital concerned.
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The Risk Summit was held on 5 July 2013. The meeting was chaired by Richard Barker, NHS England Regional Director (North), and focused on supporting the Trust in
addressing the urgent actions identified to improve the quality of care and treatment. The opening remarks of the Risk Summit Chair and presentation of the RRR key
findings were recorded and are available online: http://www.nhs.uk/NHSEngland/bruce-keogh-review/Pages/published-reports.aspx

Conclusions and priority actions

The panel acknowledged that it had found a number of examples of good practice across the Trust, including in the diagnostics team, the midwifery service in Grimsby and
the diabetes ward in Scunthorpe. However, there were also a number of key findings requiring urgent and high priority action which were summarised as follows:

= Leadership and implementation — clear issues were identified around clinical leadership and progress with implementation. For example, the National Early
Warning System (NEWS) was not taken up or understood universally. An emphasis on finance and targets was felt to detract from quality at least at a staff level. It
was not obvious to some staff that quality was the priority.

= Flow of care —the pathway at Grimsby requires particular consideration where issues were identified with regard to triage in Accident and Emergency (A&E) and
handover from ambulances (observed at the unannounced visit), as well as the management of bed moves and outliers.

= Acute stroke services — out of hours stroke services are currently inadequate and improvements have not been implemented consistently across the Trust.

= Staffing — there are concerns over the staffing of key elements of acute care, including recruitment of staff and maintenance of adequate staffing levels and skill mix
on the wards. Nurse staffing levels were found to be inadequate in places at the unannounced visit.

= Poor care and patient experience in some areas — a theme that emerged from patient stories was a lack of basic care. Patient stories also highlighted gaps in
communication between professionals and between staff and patients.

The Trust responded positively to the findings and presented detailed actions to the risk summit addressing each of these five areas. The agreed actions are set out in
section 3.

The Clinical Commissioning Groups referred to action plans developed in the past, challenged whether the Trust was focusing on the right things and asked for assurance
that the action plans would be implemented successfully. Issues around patients not being listened to were part of a consistent theme and something which needed to be
addressed. The review panel stated that the Trust needed to obtain evidence that patients were being heard.

Concerns over implementation were echoed by NHS England who questioned whether the plan was achievable and Monitor who stated that priorities within the detailed
action plan would need to be considered. The review panel asked the Trust to ensure that priority actions were given focus and leadership. Monitor noted that there was a
concern over quality governance and that they would be able to provide support, challenge and advice in this area. The Trust welcomed this statement and agreed that
improvement was required. Monitor also offered to work with the Trust to help them to review the action plan monthly.

The Care Quality Commission (CQC) considered that the panel’s report provided a strong framework for future improvement and that the findings were consistent with their
own concerns about the Trust as reported following their last inspection earlier in the year. The CQC believed there was evidence of the Trust having a grip of the key issues,
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with clear senior ownership of the improvement challenge and a holistic approach to action planning. NHS England also commented positively on the cohesiveness of the
team which had presented the action plan and their readiness to address the challenges.

The Area Team highlighted that the system needs to work effectively to ensure that patients only end up in the A&E and Medical Assessment Unit (MAU) unless they
absolutely need to be treated there, and that there needs to be an effective system to facilitate patients’ exits from hospital.

It was concluded that the plan will only be successful if the system works around the Trust. Effective leadership, decision-making and momentum would also be required for
the necessary change to happen.

Next steps

As the risk summit had focused on urgent and high priority actions, the Trust agreed to provide a detailed action plan to cover all outstanding concerns and recommended
actions included in the RRR report by 15 July 2013. The Trust will also need to review priorities within the action plan, ensuring that it is achievable and that progress is
measurable on a monthly basis.

Follow up of the RRR and monitoring of the risk summit action plan will be undertaken by other organisations within the system, including Monitor who will work with the Trust
on a monthly basis to review progress, the Care Quality Commission (CQC) and General Medical Council (GMC).

The GMC stated that they were willing to provide support to the Trust in terms of medical leadership improvements. A further offer of support was made to the Trust in terms
of helping them to overcome their recruitment challenges. The Trust welcomed this and agreed to follow up.

A formal follow up of the review and risk summit will consist of a desktop review and a targeted unannounced site visit to the Trust, tentatively set for October or November
2013, to review key areas in order to understand the improvements that have taken place. Panel members will be invited to attend. A report of the follow up findings will be
issued to the risk summit attendees and will consider, if there are significant remaining concerns, if there is a need to convene a further risk summit.
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2. Summary of Review Findings and Trust Response

Introduction

The following section provides a summary of the RRR panel’s findings and the Trust’s response presented at the risk summit. The detailed findings are contained in the
Trust's RRR report. The Trust’s response was presented by Karen Jackson (Chief Executive), supported by Wendy Booth (Director of Clinical and Quality Assurance / Trust
Secretary), Karen Dunderdale (Chief Nurse) and Carrock Sewell (Consultant and medical representative for the Trust at the risk summit). The agreed action plan in response
to the urgent priorities is included in the following section.

Overview of Trust’s response

The Trust welcomed the review and stated it had tried to be very open and honest because of the culture it is driving for. The Trust accepted the findings and stressed that
the report reflects a position which is not where the Trust wants or aspires to be. Structures had been developed to support quality governance, but it accepted that there is a
need for pace, consistency and demonstrable improvement. The Trust stated that the review had allowed them to test the plans in place, to tighten them and inject pace.

The Trust confirmed its commitment to a patient safety culture, acknowledging that a big change was required from where they had started from. The culture had started to
turn, but it needed to turn more quickly. An example of the Trust's commitment which was provided was the “back to basics” campaign led by the Chief Nurse which had
started in March 2013 and aimed to ensure compassionate care.

The Trust stated that it would need the support of the health and social care economy around it to help drive improvements, as care does not start at the hospital front door
and end after the hospital visit. It highlighted that it has three sites over 62 miles and that the communities are isolated. The Director of Operations had been released to
perform a sustainable services review, but this will require discussion as a community. The Trust agreed to continue to build an open and transparent relationship with
relevant external stakeholders, for example the CQC and MPs, and to continue to actively seek external scrutiny of the Trust’s quality and quality governance arrangements.
This includes obtaining agreement of a joint working protocol with Healthwatch during July 2013.

The panel highlighted that Healthwatch and other stakeholders should be involved sooner, rather than later, in future service planning.





Summary of Review Findings

1. Inadequate progress being made to improve the quality of services with pace utilising effective clinical leadership

The panel observed a lack of sufficient implementation of clinical strategies. Data reporting and governance processes are in place, but there was little evidence of
widespread clinical change. There needs to be effective clinical leadership and adequate involvement of senior medical staff in redesigning services. The systems in
place need to be thoroughly tested.

The panel was particularly concerned that the Trust is not yet offering thrombolysis treatment for stroke patients after hours and there are inconsistencies in stroke care
across the sites. The National Early Warning System (NEWS) had not yet been used or understood consistently.

Whilst there was some evidence of a shift from a financial to quality orientation, the Board needs to ensure a greater focus on the quality agenda throughout the
organisation. An emphasis on finance and targets was felt to detract from quality at least at a staff level.

Recommendations

= The Board needs to prioritise actions to improve quality, urgently addressing key areas of high mortality (including the treatment of stroke, respiratory diseases,
pneumonia and septicaemia) and other concerns.

= The Trust must continue to embed the learnings from stroke care improvements in Scunthorpe across the Trust, and facilitate thrombolysis for all stroke patients.

= The Trust needs to work with the CCG to urgently address the provision of stroke services out of hours. It is recommended that the Trust conduct an urgent review
of the out of hours stroke services at Diana, Princess of Wales Hospital and implement recommendations, agreed with the CCG, by the end of July 2013.

= Improve clinical leadership to ensure implementation of clinical strategies.

Trust response

There are structures in place to support quality governance, including a new directorate for clinical and quality assurance established in September 2012 and a Mortality
Performance Committee (MPC). However, the Trust accepted that there is a need for more pace, consistency in the implementation of pathways and improvement

plans, and demonstrable improvement. One of the key issues the Trust is working on is clinical leadership. The MPC will hold clinical leads to account and test the
changes which are made. Clinical leadership will also be reviewed.

The Trust accepted that an effective and safe solution to stroke care is needed which takes account of the geography of the area.
The Trust has agreed to take the following actions:

= Review stroke services to ensure the delivery of 7 day stroke care, including interaction with tertiary institutions. An options appraisal for the provision of stroke
services will be delivered by mid-July 2013.





1. Inadequate progress being made to improve the quality of services with pace utilising effective clinical leadership

= Undertake a review of clinical leadership (to include Clinical Directors and Mortality Pathway Leads) across the organisation to include clear expectations of the role
and the agreement of appropriate development and mentoring support. Roles will be cross-site. To be completed by 31 August 2013.

= Deliver priority clinical work streams within agreed timescales. The MPC will ‘sign off’ clear action plans for each work stream including the process for wider clinical
engagement and utilising SMART principles by the end of July 2013. Non-delivery of milestones and work streams is to be escalated to the Trust Board via the
MPC ‘Highlight’ reports.

=  Strengthen the performance management framework including implementation of the revised ‘Commitment to Improve Quality and Safety (‘Zero Tolerance’)
Framework’ during July 2013. The framework will be reviewed to ensure the inclusion of compliance with pathways, as appropriate.

= Directorates / Groups will be held to account for delivery of agreed objectives / work streams via the performance review process led by the Chief Executive.
= Embed the use of the Health Assure system (quality and patient experience dashboard) by September 2013.

= Undertake a gap analysis against Monitor’s updated quality governance framework and agree and implement any required additional actions arising from that
process (by August 2013).

= Formalise the programme of unannounced out of hours Director Visits and dissemination of good practice from that process by July 2013.

= As part of the Ward Review assessment process, introduce an ‘accreditation’ process for compliance with relevant ward standards including recognition and reward
of good practice by September 2013.

2. Poor patient flow management, lack of early triage, multiple bed moves and poor management of outliers, particularly at the Diana, Princess of Wales

Hospital

The panel observed effects of inadequate capacity and poor patient flow management throughout the emergency and acute pathway, as well as in theatres and on
surgical wards, most acutely at the Grimsby site. A number of concerns require urgent attention, including:

- Lack of adequate early triage in A&E,

- Patients being cared for by ambulance staff in A&E, and

- The management of bed moves and outliers including improvement of the consistency of the medical team allocated.





2. Poor patient flow management, lack of early triage, multiple bed moves and poor management of outliers, particularly at the Diana, Princess of Wales
Hospital

Recommendations

= Urgently implement adequate triaging at the A&E interface.
= Ensure that prompt hand-over can be made by ambulance staff.
= Develop a clinically led approach to managing the acute medical pathway in conjunction with stakeholders.

= Minimise patient transfers. A move needs to be discussed with clinicians to agree the impact that it would have on clinical care.
Trust response
The Trust has agreed to take the following actions:

= Undertake an immediate independent review of the Triage arrangements across the Trust. This will also take account of recommendations of the Urgent and
Emergency Care Intensive Support Team (ECIST) visit to Scunthorpe General Hospital. Ensure that there is only triage in A&E unless absolutely necessary
(immediately).

= Continue joint work with EMAS to support better monitoring and management of handover times; continue to work on managing multiple arrivals (immediately).

= Pathways to be reviewed to ensure that the requirement to minimise patient transfers, and for clinicians to agree the impact a move would have on clinical care
before it takes place, is included and reinforced by 31 August 2013.

= Reinforce responsibilities and accountabilities of wider consultant body with respect to the discharge policy as part of the planned review of pathways and the
planned review of clinical leadership and link to work on the performance review process, organisational development and culture (by 31 August 2013). The Trust
stated that developing the use of technology via the WebV Clinical Portal will support improved discharge planning.

= Implement fully the recommendations arising from the visit from the Urgent and Emergency Care Intensive Support Team (ECIST) by September 2013.

The panel highlighted that the Trust should not over-rely on technical solutions, such as Web-V, when issues are also related to attitudes and behaviours.
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3. Inadequate staffing levels, quality and skill mix in a number of areas

The Trust had recently identified that the nursing establishments were low, but considered that they generally still met the minimum determined from national guidance
(for example RCN standards). However, the Trust identified four high risk areas and took immediate action.

At the unannounced visit in Grimsby, the panel observed inadequate nurse staffing levels and leadership to cope with clinical demand in A&E, MAU and the medical
wards (which are different to the wards mentioned above) and this needed to be addressed urgently. Staff and patients also raised concerns over staffing levels.

The panel also observed gaps in handover and in middle grade and senior medical involvement out-of-hours which would result in lower standards of care. Some local
medical staff reported multiple use of short and long term locum junior doctors resulting in variable quality and experience of non-consultant grade medical staff. A
recruitment deficit at this grade was acknowledged by management.

Recommendations
= Continue to review nurse staffing levels and skill mix and address areas with inadequate staffing. Ensure staffing and skill mix are appropriate to provide safe
patient care in all areas 24/7.

= Close monitoring of acuity / dependence in all areas, with prompt escalation when appropriate, needs to be put into place urgently until longer term solutions are
approved by the Board.

= Develop a recruitment strategy which focuses on known and impending areas of weakness. Work with the area team, other trusts, regional team and LETB to
address wider issues regarding recruitment.

= Fast track discussions with commissioners, and the wider health economy regarding plans to implement a seven day service.
= Review medical cover out of hours and provide more senior cover to ensure safe standards.

= Handover procedures should be strengthened so that they are safe.
Trust response

The Trust agreed with the panel’s findings that nurse staffing was inadequate on the evening of the unannounced visit in the areas specified by the panel. A
redeployment of staff had failed and the Trust took immediate action to review the process.

The Trust presented information to the risk summit on the safety of nurse staffing levels and skill mix across its wards. The information showed the four high risk areas
with regard to staffing levels where the Board had already agreed to fund additional staffing. However, risk summit attendees challenged the general level and mix of
staffing across the wards as numerous other wards were on the border between safe and unsafe care levels.

The Trust has agreed to take the following actions:
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. Inadequate staffing levels, quality and skill mix in a number of areas

= Agree next steps in relation to safe nursing establishments at the Trust Board during July 2013, following the confirm & challenge and impact assessment process.

= |mplement changes to senior medical staff cover in the AMU at Diana, Princess of Wales Hospital that were implemented in the MAU at Scunthorpe General
Hospital (immediately).

= Fully embed the new handovers process across the Trust (immediately).
= Develop a formal medical staffing recruitment strategy building on recruitment initiatives already agreed and utilising external support as required (during July 2013).

The Trust asked for advice in developing a more outward looking recruitment strategy and this was noted by the panel. The panel also highlighted areas closer to home
that the Trust should address to make working near the hospitals more attractive, including accommodation. The Trust confirmed that it was reviewing accommodation
available for its staff.

The Trust also requested help with an external review of A&E doctor rotas.

4. Evidence of poor care and patient experience in some areas

The Trust is using interpretations of the single sex accommodation standards in certain areas of the Trust which are no longer deemed acceptable. The Trust needs to
review the application of the national definitions urgently to ensure that patients’ dignity is maintained.

Patient stories highlighted significant weaknesses in communication with patients and families and many instances of patients not receiving basic care. In some cases,
patients were not provided with adequate hydration and nutrition, including food that met medical needs. Urgent review of hydration and feeding practices is required.

The panel observed variations in the standard of case notes and clinical documentation and best practice needs to be reinforced urgently across the Trust.

Recommendation

= Perform a Trust wide review of the application of the national definitions and reporting of mixed sex accommodation breaches.

= Training should be provided to all staff to ensure that they are familiar with the national guidelines and definitions.

= Review hydration and feeding practices across the Trust. |dentify best practice, share information and implement necessary reforms.
= Review processes governing the completion of clinical documentation and establish safe standards of practice.

= Implement improvements to the complaints procedures before September 2013.
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4. Evidence of poor care and patient experience in some areas

= Patient voice to be heard at Board level to improve engagement with patients.
Trust response

The Trust immediately undertook a mixed sex review in all areas following the review. It was clear that the policy had not been applied in some areas. Some staff were
not aware of the policy and many struggled with the intricacies of it. The Trust stated that it would welcome an external review of the policy.

The Trust acknowledged issues around nursing documentation, catering delivery and the temperature of food (the service was being redesigned), and fluid
management. It stated that it was in the process of moving to a MUST tool, implementing a fluid management bundle and piloting the use of volunteers at mealtimes,
as well as working with families to support patients. Charts are being reviewed for accuracy every month on every ward.

The Trust stated that it had undertaken a review of the complaints process, but would ensure that the resulting action plan was clear, timely and responsive. The Trust
aims to get more patients in to discuss their concerns and will embed the existing framework around patient stories.

The panel highlighted that the Trust will need to produce evidence that patients are being heard.
The Trust has agreed to take the following actions:

= Develop a policy on a page to improve awareness and understanding of the policy on mixed sex accommodation by September 2013.

= Review and standardisation of nursing documentation to be completed by September 2013. Bedside documentation to be fully electronic by December 2013 (on
Web-V). Trust wide Electronic Patient Records (EPR) to be implemented by June 2014.

= Complete ward service pilots by September 2013.

= Implement MUST screening tool by September 2013.

= Complete fluid management project by September 2013.

= Implement the revised Nutrition and Hydration Care Pathway by September 2013.

= Implement a Nursing Dashboard / Quality Wall on wards so that everyone can understand and see the performance on the ward (by September 2013).

= Implement the actions arising from the formal review of the complaints process by September 2013. Review the availability and prominence of information on the

complaints process in wards & departments and training provided to staff (to start in September 2013).

The Trust also stated that it would continue to strengthen mechanisms for sharing lessons learnt and good practice following incidents / SUIs and ‘never events’, but
asked for advice on how to ensure adequate learning across the Trust.
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3. Risk Summit Action Plan

Introduction

NHS

The risk summit development of an outline plan focused on the urgent and high priority actions from the RRR report. No information in addition to the RRR report was
presented at the risk summit. The following section provides an overview of the issues discussed at the risk summit with the developed action plan containing the agreed
actions, owners, timescales and external support required.

In line with challenge provided at the risk summit, the Trust will need to review the action plan before implementation commences, to ensure that it is specific, achievable and

measurable.

Action plan

Key issue

1. Inadequate progress being made to
improve the quality of services with
pace utilising effective clinical
leadership

Agreed action and support required

Review stroke services to ensure the delivery of 7 day stroke care, including
interaction with tertiary institutions.

Undertake a review of clinical leadership across the organisation.

MPC to ‘sign off clear action plans for each work stream including the process for
wider clinical engagement and utilising SMART principles.

Implement the revised ‘Commitment to Improve Quality and Safety (‘Zero
Tolerance’) Framework’. Framework to be reviewed to ensure the inclusion of
compliance with pathways, as appropriate.

Embed the use of the Health Assure system (quality and patient experience
dashboard).

Undertake a gap analysis against Monitor’s updated quality governance framework
and agree and implement any required additional actions arising from that process.

Formalise the programme of unannounced out of hours Director Visits and
dissemination of good practice from that process.

Introduce a ward ‘accreditation’ process for compliance with relevant ward standards
including recognition and reward of good practice.

Owner

Trust working with
CCG’s

Trust

Trust

Trust

Trust

Trust

Trust

Trust

Timescale

Review completed by mid-July

Completed by end August 2013
By end July 2013

By end July 2013

By end September 2013

Completed by end August 2013

By end July 2013

By end September 2013
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Key issue

Poor patient flow management, lack
of early triage, multiple bed moves

and poor management of outliers,
particularly at the Diana, Princess
of Wales Hospital

Inadequate staffing levels, quality
and skill mix in a number of areas

Evidence of poor care and patient
experience in some areas

Agreed action and support required

Undertake an immediate independent review of the triage arrangements across the
Trust.

Continue joint work with EMAS to support better monitoring and management of
handover times; continue to work on managing multiple arrivals.

Review pathways to ensure that the requirement to minimise patient transfers, and
for clinicians to agree the impact a move would have on clinical care before it takes
place, is included and reinforced.

Reinforce responsibilities and accountabilities of wider consultant body with respect
to the discharge policy as part of the planned review of pathways and the planned
review of clinical leadership and link to work on the performance review process,
organisational development and culture.

Implement fully the recommendations arising from the visit from the Urgent and
Emergency Care Intensive Support Team (ECIST) by September 2013.

Agree next steps in relation to safe nursing establishments at the Trust Board during
July 2013.

Implement changes to senior medical staff cover in the AMU at Diana, Princess of
Wales Hospital that were implemented in the MAU at Scunthorpe General Hospital.

Fully embed the new handovers process across the Trust.

Develop a formal medical staffing recruitment strategy building on recruitment
initiatives already agreed and utilising external support as required.

Develop a policy on a page to improve awareness and understanding of the policy
on mixed sex accommodation.

Review and standardisation of nursing documentation to be completed by
September 2013. Bedside documentation to be fully electronic by December 2013
(on Web-V). Trust wide Electronic Patient Records (EPR) to be implemented by
June 2014.

In relation to nutrition and hydration:
=  Complete ward service pilots
= Implement MUST screening tool

Owner

Trust

Trust, EMAS

Trust

Trust

Trust

Trust

Trust

Trust

Trust

Trust

Trust

Trust

Timescale

Immediate

Immediate

Completed by end August 2013

Completed by end August 2013

By end September 2013

By end July 2013

Immediate

Immediate

By end July 2013

By end September 2013

September — June 2014

By end September 2013
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Key issue

NHS

Agreed action and support required Owner Timescale

=  Complete fluid management project
= Implement the revised Nutrition and Hydration Care Pathway

Implement a Nursing Dashboard / Quality Wall on wards so that everyone can Trust By end September 2013
understand and see the performance on the ward.

Implement the actions arising from the formal review of the complaints process. Trust By end September 2013

Review the availability and prominence of information on the complaints process in
wards & departments and training provided to staff (to start in September 2013).
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Appendices






Appendix I:  Risk Summit Attendees

Risk Summit Chair
NHS England, Regional Director (North)

RRR Panel Chair
NHS England, Deputy Medical Director and Regional Medical Director (North)

NHS England, Regional Chief Nurse (North)

RRR Panel Representative
NHS England, Regional Deputy Medical Director

RRR Panel Representative (patient / public (lay) representative)
RRR Panel Representative
RRR Panel Representative

RRR Panel Representative
CcQcC

Trust Chief Executive

Trust Director of Clinical and Quality Governance / Trust Secretary

Trust Director of Nursing

Trust Medical Representative

NHS England, Communications (North)

Area Team (North Yorkshire and Humber) Director

Area Team (North Yorkshire and Humber) Medical Director

Area Team (North Yorkshire and Humber) Director of Nursing and Quality

CCG

Richard Barker

Mike Bewick

Gill Harris

Jane Dunning

Madeleine Wang
Bill Cunliffe
Bethan Graf

Nick Allen

Karen Jackson
Wendy Booth
Karen Dunderdale
Carrock Sewell
Caroline Radford
Chris Long
Paul Twomey
Jo Coombs

Lynn Poucher
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Deputy Chief Executive CCG, North East Lincolnshire CCG

Deputy Chief Executive / Chief Financial Officer, North East Lincolnshire CCG
Chair, North Lincolnshire CCG

Health Education England

Health Education England

CQC Regional Director (North)

Monitor, Regional Director (North)

General Medical Council, Employer Liaison Advisor

Independent Moderator
Project Management Support

Recorder

Helen Kenyon
Cathy Kennedy
Margaret Sanderson
Sharon Oliver
Jon Hessain
Malcolm Bower-Brown
Yvonne Mowlds
Blake Dobson
Colin Pollock
Carolyn Clark
Peter Norriss

Lawrence Shotliff
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